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Introduction
This Portfolio contains a summary of my work as a Counselling Psychologist in 
training. Although it is unable to provide a complete account of all my therapeutic 
work over the last 3 years, I hope it will give the reader a taste of my experience and 
how I relate to both practice and research. All clients referred to throughout the 
portfolio have been assigned a synonym in order maintain their anonymity.
Before I begin, I feel it is appropriate that I give some insight into the reasons that 
drew me into training and a career as a counselling psychologist. My academic 
journey started 8 years ago when I began my psychology degree at Roehampton 
Institute. This had followed a particularly difficult time for me in which I had 
struggled to find a professional identity and career that I felt I could be happy with.
Over the 3 years my research has focused on aspects of group therapy, my literature 
review explored the concept of late-onset alcoholism and the effects of group 
therapy on an older population. This was perhaps driven by an earlier focus on 
lifespan development and ongoing transitions across the human lifecycle. My 
qualitative research examined the perceptions of Counselling Psychologists’ and 
Psychotherapists’ experience in training groups and the impact that they have on 
interpersonal learning and practitioner development. From my perspective, one of 
the most interesting findings was the concept of family re-enactment within the 
group and this formed the basis of my 3*^  ^year quantitative study. I feel I was drawn 
to the concept of groupwork for a number of reasons. One of these was perhaps the 
very reason that attracted me to Counselling Psychology in the first place. As a child 
I spent a number of years at a boarding school where my experience was not a 
particularly happy one. At the time I felt that there was no escape, I felt both lonely 
and homesick and equally experienced a sense of shame at my inability to cope with 
the situation. This led me to consider the possible reasons for why people behave 
and react as they do, and whether earlier patterns of relating and experience are 
carried forwards into the future. Although the focus of my study was on family re­
enactment it is equally possible that alternative group situations may help construct
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an individual’s communication style for example those with peers at school. I asked 
myself whether if an individual has been a victim, a leader or a helper in the past 
whether this would be relived in a group. My focus on Psychotherapists and 
Counselling Psychologists was largely due to my belief that this population, through 
the rigours of their training, and the emphasis on development of self awareness and 
personal insight would be able to engage in a profound self-reflection on their 
experiences and emotions.
I found that my focus on groups was of a particular value in my second year in 
which I had the opportunity of co-facilitating a psychotherapy group based on the 
“Tavistock Tradition”. It was interesting for me as a trainee to examine some of the 
emotions that were stirred up by the group and reflect on how I may have interpreted 
these both in relation to my past and my research. It also allowed me to think about 
how different individuals relate in a group and how their interactions effect others 
whether this be for better or worse.
Over the course of the last 3 years I have had the opportunity of working in a 
number of different settings. My first placement was based in a large multinational 
organisation, and for me, with some background in occupational psychology this 
proved to be enlightening. The clients I worked with came firom a range of cultural 
and ethnic backgrounds, which included British, European, Afiican, Asian and 
American. I felt this was important for me since it gave me an opportunity to reflect 
on how I a white British male may be seen by any of these other cultures and what 
implications this may have for my therapeutic work with clients. My clients were 
able to give me a valuable insight into their emotions, which often included anxiety 
due to difficulties at work and problems with colleagues that impacted on their wider 
lives. They were in some cases also able to provide me with an insight into what it 
might be like working in a culture that appeared alien to them. I found it useful to 
reflect on these issues in terms of my own previous experience, my research and my 
countertransference. Equally from a theoretical and academic perspective this led me 
to explore some of the models surrounding anxiety, and I produced a paper exploring 
the Freudian and Kohutian interpretation of its origin and treatment.
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My second year placement was in an adult psychotherapy unit, which adopted a 
psychodynamic approach in its work. I had four clients, one male and three female 
with whom I worked on a weekly basis for approximately 9 months. During this 
time I was able to think about my relationship with them and many of the ethical and 
professional issues that arose, many of these surrounded aspects of gender and age. 
In turn, this led me to contemplate the phenomenon of erotic transference, which I 
examined in a paper in my second year. I felt this was an appropriate time to explore 
this concept since it presented a particular challenge in relation to one of my female 
clients. In addition I felt it would provide me with an “armoury” and an ethical 
foundation for my future work as a Counselling Psychologist, which I believe to be 
an important and valuable part of my practice.
Initially I had felt some trepidation in working with certain client populations. This 
became real for me in my third year in which I had two separate placements; the first 
was in a combined forensic and learning disability department that operated from a 
cognitive behavioural perspective. My clients were mainly learning disabled and my 
anxieties in working with this group stemmed from my own experience with 
dyslexia and whether we would both end up confusing each other. I frequently 
wondered whether the countertransference would in some way disempower or 
deskill me and was able to reflect on how these may be prominent concerns for the 
learning disabled. As I read more, I found that it was important that the cognitive 
model was applied within a much broader person centred approach (Emerson, 
Hatton, Bromley & Caine 1998), and I discovered that I felt more comfortable with 
this. From a cognitive behavioural perspective I am drawn to this when I consider 
the possible difficulties or stumbling blocks that may present themselves within the 
therapeutic relationship, and this I have considered in a paper in my academic 
dossier. Overall a person centred approach would seem to sit more easily with my 
belief that the three core conditions of empathy, congruence and unconditional 
positive regard (Rogers 1961) are central aspects facilitating positive change in 
therapy. I believe these are important ingredients of any model of therapy that I may 
wish to work within in the future.
Introduction
My second placement focused on working with mentally disordered offenders who 
had committed violent crimes; previously this had been an area of concern for me 
since I thought the experience would be profoundly disturbing. However, instead it 
has been extremely rewarding in that it has taught me more about human nature. I 
feel it has given me a greater insight into why people may commit crimes and a 
better understanding of their predicament. It has also enlightened me to the notion 
that very few people are beyond help or understanding, and that the application of 
cognitive behavioural therapy within a person centred framework can build a 
relationship even with those who have committed particularly violent acts.
I hope this goes some way to outlining the content of this portfolio and clarifying the 
direction of my research and therapeutic work both over the last 3 years in my 
training and in my future work as a Counselling Psychologist.
Academic Dossier
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Academic Dossier:
This academic dossier contains three papers, whose topics I chose to focus on as a 
result of my experience on placement. In my first year I worked with a number of 
clients who were experiencing anxiety and I felt it would be fruitful from both my 
own, and their perspective iff  examined some of the origins and theories behind this 
concept. I therefore decided to explore the therapeutic approaches to anxiety from a 
self psychological Kohutian approach and a Freudian perspective. During the second 
year I was able to reflect from a psychodynamic viewpoint on my relationships with 
my clients. One particular aspect that I found challenging was the phenomenon of 
erotic transference. I felt that if I wanted to develop as a counselling psychologist it 
would be appropriate for me to examine this in greater depth, hence the title; “An 
Exploration of the Origins of Erotic Transference in the Therapeutic Relationship.” 
My third year paper focusing on the therapeutic relationship, encouraged me to think 
in greater depth about the challenges that may present themselves when working 
within a cognitive framework. I found this to be particularly helpful when I was 
working with learning disabled clients, who had a history of difficulties in their 
relationships and communications with others. I therefore hope that through my 
academic work I have been able to compliment the therapeutic work I have carried 
out with clients.
On a different note as I have worked on the completion of this portfolio, I have 
found myself surprised at what I now feel was the naivety of my work in the first 
year. This I feel comes from two perspectives, firstly my understanding of theory 
and secondly my writing style. As I look back I have become frustrated by my 
earlier tendency to overcomplicated my writing which I feel could have been made 
simpler for both myself and the sake of the reader. I hope this is one particular area 
in which I have developed over the last 3 years.
Academic Dossier
An Exploration and Comparison of the Freudian and Kohutian Approaches to the 
Concept of Self and Their Relevance to Therapeutic Work with Anxiety.
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An Exploration and Comparison of the Freudian and Kohutian Approaches to 
the Concept of Self and Their Relevance to Therapeutic Work with Anxiety
This essay will consider the traditional approach to the concept of self adopted by 
Freudian theory and compare it with the more recent self-psychological approach 
proposed by Kohut (1984). It is generally agreed that to date, no unanimously 
accepted theoretical understanding of anxiety has emerged, despite many years of 
exploratory and explanatory work (Compton 1972; Eagle & Wplitsky 1988). This 
paper will discuss the relevance of these two theoretical frameworks to the concept 
of anxiety and explore and compare their role in the development of psychotherapy.
The Notion and Construction of the Self-Concept.
Considerable debate exists over the nature and construction of the self concept. 
Initially, Freud placed little emphasis on the notion of a superordinate concept of 
self, instead he argued that the self comprised of the ego and its’ interaction with 
both the id and superego within the context of the external world. The notion that the 
self is entirely incorporated within the Freudian tripartite model is supported by 
some theorists who claim that the ego adequately accounts for both “organisation of 
functions” and “experiential factors” (Weiss 1960; Laplanche & Pontalis 1980; 
Kemberg 1982; Bettelheim 1983). However, Hartmann (1950) criticises this 
approach emphasising that its’ shortcomings lie in the lack of differentiation and 
distinction between ego functions and any existing hypothetical internal 
representation. He argues for a clearer separation in which the ego merely comprises 
a set of functions with the self concept existing at a different conceptual level. This 
theory in turn provokes debate since many argue that the ego amounts to more than a 
pure mechanistic entity.
The self-psychological approach proposed by Kohut (1984) is essentially an object
relations theory; it acknowledges the influence of the external world and places
considerable importance on the role of early actual object relations in the
development of the self. In contrast to the earlier theories of Freud and Hartman it
constitutes an integrative approach in which the self-concept operates at a separate
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psychological level, allowing interaction with the Freudian concepts of id, ego and 
superego. In this way the Kohutian approach implies that an individual’s sense of 
self is not only constructed internally and directed toward the external world but is 
also directed by that external world (Bertelsen 1996). This would appear to provide a 
valuable link to the concept of attachment theory (Bowlby 1969) and how our 
relationships throughout life may be influenced by our earlier experiences. The 
notion of a superordinate self enables individuals to engage in self-reflection 
concerning their own ego, cognitions and emotions. The self is therefore seen as an 
introspective entity and psychodynamic force capable of organising both ego 
functions and drive. The approach also crafts a clear distinction between self content 
and structure; content constitutes the combination of goals and values that make an 
individual unique, whereas, structure comprises the interaction of introspective and 
extrospective experiences (Bertelsen 1996).
The Freudian perspective views the self concept as an innate entity present firom 
birth, this conflicts with more recent theories advocating that a sense of self is not a 
“given” but is a gradually achieved lifelong process. This includes object relations 
theorists who have argued that the self is constructed through a process of separation 
and individuation originating immediately after birth. This approach appears to 
provide greater acknowledgement of the role of experience in the developing self, it 
views the newborn infant as initially experiencing the world and itself as one. The 
process of separation enables the infant to gradually distinguish itself from others 
and develop a sense of personal autonomy. Traditional object relations theory 
however focuses on the basic emotional bonds of the self to the world in terms of 
ftmctional drives. These approaches are limited in readily acknowledging an 
individual’s capacity for freedom of choice and a self determined life (Bertelsen 
1996), it is here that Kohut’s self psychological theory provides an alternative 
insight.
For many years psychoanalytic theory was dominated by the Freudian approach, this 
in some respects may have been instrumental in limiting the advance of self-concept
12
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research (Rosenberg 1989). The relevance of a superordinate self concept was 
largely ignored due to its’ believed incompatibility with existing psychoanalytic 
theory. Self was represented by the ego, which was argued to comprise cognitive 
processes and functions including attention, perception, memory and reasoning, 
therefore providing a direct link to the “reality principle” (Freud 1923). 
Paradoxically, Freudian theory is based on the underlying importance of 
unconscious defence mechanisms and their psychological relevance in terms of 
anxiety reduction. Contemporary approaches to psychoanalysis (Kohut 1984) 
highlight the contribution of self image, self-esteem and identity in the 
understanding of pathology. From this perspective it may be necessary to consider 
die function of anxiety reduction and coping strategies employed in terms of their 
significance to the self-concept. Recent theories advocate that anxiety stems from a 
fundamental need to maintain self-esteem, a central tenet and essential property of a 
sense of self and identity.
The rationale for overlooking the concept of a superordinate self may stem from the 
overwhelming importance placed on both childhood experience and the unconscious 
within the Freudian framework. The concept of self was consistently viewed as 
playing a “minor role in the phenomenological world of the young child” 
(Rosenberg 1989). This is perhaps understandable if considered from a 
developmental perspective since Piaget (1928) advocates that attention in early life 
remains largely focused on the external world. The ability to engage in introspective 
and self reflective thought a concept that stands as a central tenet of many theories of 
self and identity is absent in early childhood. The Piagetian framework states that 
this introspection is unavailable until approximately 8-years of age upon 
achievement of the concrete operational stage of human development. This appears 
to concur with Freudian psychoanalytic theory, which is largely driven by the impact 
of unconscious processes and childhood experiences.
The Freudian approach to the origins and treatment of anxiety.
It has long been argued that anxiety “is the most unpleasant and at the same time 
universal experience except loneliness” (Fromm-Reichmann 1955). It possesses
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links with a host of psychopathologies and perhaps most saliently is adjoined to 
depression along a diagnostic continuum (Maser & Cloninger 1990). Despite its’ 
obvious negative connotations, it is equally important to acknowledge that certain 
levels of anxiety may serve a constructive purpose in terms of self protection, 
however if these levels are exceeded anxiety may sow the seeds for mental illness. 
Over the years many theories have sought to account for the origins of anxiety 
leading to numerous therapeutic approaches. So far no unanimous agreement has 
been reached as to the most effective framework for treatment, nor is it likely to be 
in the foreseeable future. Individuals will continue to present with their own unique 
set of concerns within the context of their experience.
Freudian Models of Anxiety
It is widely recognised that Freud’s views concerning anxiety changed during the 
course of his career. It is also notable that he himself acknowledged that he had 
failed to produce a finite solution for its’ understanding. However, on a more 
positive note, Freudian theory delineates two separate approaches to the 
conceptualisation of anxiety, namely “Toxic theory” (Freud 1895) and “Signal 
theory” (Freud 1926). It is worth pointing out that these are not mutually exclusive 
but may be used together in any one therapy session (Zerbe 1996).
Toxic Theory
Toxic theory stresses that anxiety is contingent on a repressed libido manifesting in 
free-floating anxiety; from this viewpoint repression represents an infective agent 
leading to symptomology. Although this is one possible approach to causality, it is 
worth considering that toxic theory was very much a product of its’ time, since it 
was developed within the context of the restrictive sexual attitudes of Victorian 
Vienna (Zerbe 1990). The implications for therapy in adopting a toxic theory 
approach centre on encouraging the client to talk openly about emotions through free 
association, thereby making the unconscious conscious. This is believed to be 
helpful by allowing noxious anxiety to emerge into the open and become diverted 
into a more productive and positive direction (Zerbe 1990). In a similar way 
Menninger (1982) proposes that a redirection of the libido through active
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engagement in hobbies and pastimes may facilitate a channelling of anxiety into 
usefiil work. The assumptions of Freudian theory based largely on sexual drives are 
contradicted by the self-psychological approach, which places greater emphasis on 
an individual’s ambitions and ideals. The Kohutian model argues that the therapeutic 
process is more readily facilitated by placing greater prominence on the provision of 
accurate empathy and the construction of a solid working alliance.
Signal Theory
Signal theory contends that anxiety itself is the cause of repression, it represents an 
inversion of the previously established toxic theory. Through signal theory Freud 
(1926) advocates that anxiety results from intrapsychic conflict, the ego notices the 
danger of a threatening situation and sends signals to the individual to activate 
repression. Repression therefore symbolises a coping strategy whose function is to 
mobilise defences (Compton 1972; Eagle & Wolitzky 1988) and protect the 
individual’s sense of self from a threat to self-esteem. However, when this threat is 
too great to be repressed anxiety can no longer be contained leading to the possibility 
of an anxiety attack. According to Freud (1926) signal theory has its’ roots in 
apprehension of object loss, castration anxiety, superego anxiety and related guilt 
feelings. This is considered analogous to the progression through the oedipal stage 
of development and may be considered in terms of the Kohutian approach 
emphasising the value of empathie parental engagement providing psychological 
nourishment.
The role of the therapist adopting a Freudian approach is to facilitate insight through 
free association, identifying unconscious conflict between the id, ego and superego. 
Freud’s acknowledgement of the role played by interaction with the external world is 
implies that the therapist’s aim is to empower the client to confront external reality 
and render these threats manageable.
“Anxiety tolerance is augmented as the ego strengthens and expands its' signal 
functions demonstrating how psychotherapeutic treatment can contribute to change” 
(Siegal & Rosen 1982).
15
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If the self concept is considered to comprise the ego and its’ interactions with the id, 
superego and external world, therapy may focus on reducing the influence of the 
superego. It is generally agreed that pressure from the superego may produce a sense 
of guilt; working with the superego to alleviate this guilt therefore helps to reduce 
anxiety and lead to “better treatment of the self’. Some theorists (Bergler 1952; 
Glick & Myers 1987) advocate that the superego with its link to the human 
conscience is the predominant agency in the development of neurosis. This would 
seem to mirror a philosophical and theological perspective in which it is argued that 
anxiety’s function is ultimately “to move the individual away from sin towards 
grace” (Hiltner 1963). This approach has its origins in the assumption that fear of 
punishment leads to anxiety, if the therapist is able to rationalise these fears anxiety 
may therefore be reduced. Clarification of unconscious conflict through the use of 
free association and the realisation that punishments emanating from the external 
world in the oedipal stage of childhood are no longer realistic reduce anxiety.
The Kohutian Self-Psvchological approach to the origin and treatment of 
anxiety.
The superordinate theory of self proposed by Kohut has alternative implications for 
the application of psychotherapy in the management of anxiety. The self is argued to 
operate at a different conceptual level and is more than an additional component of 
Freud’s tripartite theory. The concept of a superordinate self does not render the id, 
ego and superego redundant but instead it operates alongside them. This framework 
revolutionised the notion that the self concept is a subordinate entity confined within 
the realms of the structure proposed by Freud -  it is operationalised by individual’s 
ideals, skills, talents and personal values which are determined by cultural, historical 
and social context.
In recent years self psychological theory has contributed greatly to the 
psychodynamic understanding of anxiety (Kohut 1984). The spotlight has moved 
from insight orientated psychotherapy using free association to a supportive 
therapeutic approach in which the therapist functions as a “good object” seeking to
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maintain positive transference and facilitating a safe therapeutic environment 
(Buckley 1994). Therapy focuses more readily on “deficit and restoration” in terms 
of earlier parenting as opposed to “conflict and resolution”. This theoretical stance 
places considerable focus on an empathie, nurturing environment, which in the child 
provides the necessary psychological nourishment during the oedipal period and in 
the adult offers the possibility of a corrective emotional experience (Alexander & 
French 1946). If psychological nourishment is absent or inadequate, healthy 
development may be hindered resulting in pathological affective states including 
anxiety (Zerbe 1990). Pride in developmental achievements is negated by lack of 
emotional support and the individual may develop “disintegration anxiety” through 
which a coherent sense of self is lost. The ramifications of this anxiety in later life 
may lead to self-destructive patterns of behaviour, social withdrawal, anger and rage. 
Emphasis is placed on self object relationships, if parental self object relations are 
supportive and empathie the child will be able to internalise these into the self 
structure and develop healthily. This approach has parallels to other object relations 
theories in which the origin of anxiety is believed to result from separation anxiety 
from the primary caregiver in childhood. In this context earlier self object relations 
enable the adult to cope effectively with current stressors by “transmuting 
internalisations and creating change” (Kohut 1984).
Development of a strong working alliance facilitates the provision of “anxiety 
curbing structures” through an appropriate self object (Zerbe 1990). Kohut (1977) 
contends that structural transformation in the self-concept is catalysed by gradual 
internalisations in which earlier experiences occurring in childhood are relived in the 
“more mature psyche”. As therapy progresses the self object is represented by the 
therapist, who enables the client to develop new healthy self-objects through 
transmuting internalisations. These internalisations will eventually be substituted for 
the therapist when therapy ends. The self psychological perspective argues that the 
self concept is viewed as an ongoing relationship between the individual, others and 
inanimate objects in the external world. Through the therapeutic relationship, the 
client matures by engagement in a communication based on provision of both 
empathy and empathie failures. In this context Siegal (2000) argues that reduction in
17
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long term anxiety results from facing “feared realities” and working through feelings 
and fantasies within a supportive relationship. The therapeutic relationship forms a 
model through which the client may be able to embed him or herself more 
comfortably in the matrix of relationships with others and reduce levels of 
disintegration anxiety. The focus rests in tiie enablement of acceptance and 
understanding of previous developmental issues in which lack of parental empathy 
and support fostered anxiety. The Kohutian approach represents a fundamental shift 
from Freudian psychoanalysis; it advocates the demonstration of empathy prior to 
interpretation, as opposed to the emphasis on free association and interpretation 
formulated by Freud.
Conclusion
In conclusion both therapeutic models provide a framework for understanding and 
treating anxiety. These approaches represent merely two theoretical models and 
perspectives on psychotherapy, numerous others exist. It is however interesting to 
explore the rationale of both theories and how they contribute to each other and the 
development of alternative paradigms. Some of the conceptualisations of Freudian 
signal theory appear to be instrumental in more recent cognitive approaches that use 
techniques such as systematic desensitisation to manage anxiety in treatment of 
phobic disorders. The Kohutian approach has been instrumental in increasing the 
prominence of the therapeutic relationship, the value of the interaction and the core 
conditions of humanistic approaches proposed by Rogers (1951). Although self 
psychological work may previously have been hindered by the overwhelming 
dominance of the Freudian model, it is important to be aware that Freud 
acknowledged the value of positive transference implying that it represented the 
strongest motive for clients engaging in joint work. Freudian theory places 
substantial focus on the technique of free association and the role of sexuality in 
therapy, this possibly stems from the historical context in which it was formulated. 
The Kohutian approach adopts an alternative standpoint arguing that the structure of 
self is driven by a different set of motivations comprising ambitions skills and 
talents. The self psychological approach stresses the importance of empathy, 
advocating that successful treatment and interpretation occurs through the provision
18
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of positive transference and a safe environment providing the empathie nourishment 
that may have been absent during childhood.
19
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An Exploration of the Origins of Erotic Transference in the Therapeutic
Relationship.
I have chosen to focus on the phenomenon of erotic transference for a number of 
reasons. As I began to work within the psychodynamic model, I found it necessary to 
pay particular attention to my relationships with my clients and consider how we 
impacted on each other. In my psychodynamic placement, I felt particularly 
challenged in my relationship with a female client, Mrs. B. who I felt presented in an 
overtly seductive manner. This seemed to manifest in what I can only describe as her 
desire to extend the duration of our sessions and ingratiate herself with me in a way 
that could, if left, blur the therapeutic boundaries. This paper aims to bring together 
aspects of theory with some of my own personal reflections on placement.
It has long been acknowledged that psychotherapy takes place within a relational 
context, the intensity of which varies according to the therapeutic approach adopted 
(Lemma 2003). In this way, the nature of the therapeutic relationship will inevitably 
be determined by the host of conscious and unconscious needs and motivations that 
both the client and therapist bring to sessions. Therapy therefore represents an 
exploration of the client’s pattern of relating, which mirrors aspects of their previous 
relationships. This exploration provides insight into the client’s interactional styles 
and attachment behaviours and has particular relevance to the concept of erotic 
transference. In my work with Mrs. B. I reflected with her on her previous 
relationships with men. It appeared that she experienced some considerable 
difficulty finding a stable and satisfactory relationship of longstanding duration, 
which seemed in some way to be echoed in the relationship she had with food, she 
found it difficult to feel satisfied and described herself as “bulimic”. Over the course 
of our work, she often tried to entice me into extending the length of our sessions 
and I tried to encourage her to think about the reasons and motivations behind this.
With Mrs. B. I was drawn to the concept that some theorists have argued that all 
features of the client’s relationship to the therapist constitute transference, in other 
words they advocate a “total transference situation” (Strachey 1934; Klein 1952;
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Joseph 1985). This approach sites the theoretical emphasis firmly in the “here and 
now” and advocates that the client will recreate previous patterns of behaviour and 
act them out in vivo in therapy (Bion 1967). However, more contemporary Kleinian 
theorists (Dunn 1995) adopt an intrapsychic approach in which emphasis is placed 
on exploring the quality of the client’s earliest relationships, which may often centre 
on “oedipal desires”. In my work with Mrs. B. my thoughts rested somewhere 
between the two in that I acknowledged the possibility of the total transference 
situation but also considered the nature of her earlier relationships and the 
difficulties she had forming a secure relationship with her mother in childhood. 
These contemporary theorists suggest that internalisation of these relationships and 
attachments occurs in the transference and that present relationships are mediated 
through the “idiosyncratic lens” of early self and object relations (Lemma 2003). It is 
argued that elaboration and re-adjustment of these patterns is driven by the 
transference phenomena (Sandler & Sandler 1997). On the other hand, independents 
adopt an alternative focus more readily acknowledging “the mutually constructed 
space” in which the therapist and the client work. It would seem that this approach 
places greater emphasis on the client / therapist dyad and the role of 
countertransference that the therapist experiences in the analytic environment, this is 
something I have tried to bear in mind in my work with Mrs. B.
The concept of transference originates from the work of Freud (1905) who became 
aware of changes in “patients” levels of attachment to him across the therapeutic 
process; he observed that these changes often manifested in powerfiil positive or 
negative emotions. Traditionally psychoanalysis has sought to uncover links between 
presenting symptoms and past experiences through an exploration of associations 
and emotional responses. I tried to draw on this theory in my sessions with Mrs. B. 
and noticed that a negative transference developed on the occasions when I did not 
accede to her demands.
Freud (1905) argued that these transference phenomena arose from a “false 
connection” in which earlier phantasies and impulses toward a third person become 
redirected towards the therapist during analysis. Accordingly he suggested that one
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of the fundamental goals of psychoanalysis was the provision of an environment in 
which transference regression could be facilitated allowing interpretation by the 
therapist. The Freudian approach therefore focuses on instigating transference 
regression, which culminates in the creation of a “transference neurosis” 
unconsciously reflecting earlier infantile neuroses and providing insight into the 
client’s presenting symptoms. This according to Lemma (2003) is conversant with 
the conceptualisation that early experiences are rarely communicated verbally; 
instead they are acted out unconsciously towards the therapist. The Kleinian 
perspective adopts an alternative position in which transference is viewed not only as 
a repetition of past attitudes, events and trauma, but as an externalisation of 
unconscious phantasy in the “here and now” (Hinshelwood 1989). The implications 
of this approach suggest that transference represents a model for the client’s internal 
world and his or her method of relating in the analytic setting.
As psychoanalysis has evolved the traditional image of the therapist as a mirror for 
the client’s projections has dissipated. It is now more widely accepted that the 
therapist may absorb aspects of the client through projective identification (Klein 
1957) and this is something that I increasingly experienced as my work in this model 
progressed. The consequences of projective identification may lead to the therapist 
feeling a strong compulsion to comply with the client’s phantasies (Spillius 1994) 
and in my own case I felt this could potentially lead to me giving in and extending 
my sessions with Mrs. B. It is argued that, projective identification is particularly 
salient in the consideration of erotic transference and compliance may lead to 
corruption of the therapeutic process. Both Freudian and Kleinian perspectives 
initially incorporated a largely “Cartesian doctrine” in which the client’s mind was 
viewed as an objective entity alongside other objects (Lemma 2003). Historically 
this approach maintained the vision of the overall objectivity and neutrality of the 
therapist. However, intersubjective and interactional approaches have challenged this 
viewpoint acknowledging the creative aspects of the therapeutic space and placing 
greater emphasis on the mutual and unconscious interactions between client and 
therapist. This intersubjectivity acknowledges that the analytic process mediated 
through the therapeutic relationship has the power to change the therapist as well as
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the client, it is therefore a two-way communication impacting on both parties, a 
concept I became increasingly aware of in my work with a range of clients. 
Intersubjective approaches have consequently called for the employment of less 
traditional (Dunn 1995) interventions, such as self-disclosure, which are often 
instrumental in building intense and emotionally charged therapeutic relationships. 
Although these approaches may be viewed as beneficial in terms of exploring 
attachment patterns, they may also increase the likelihood of erotic transference. I 
became mcreasingly aware of this possibility since erotic transference may prove 
detrimental if managed inappropriately and without due recourse to supervision.
Freud (1915) considered the dynamics of the erotic transference as a re-enactment of 
a client’s early life impulses and fantasies emerging during the process of analysis. 
The client’s inherent attitudes and behaviour towards authority, and previous 
idealising tendencies, for example those towards parents or previous love objects 
come alive in the therapeutic relationship and are operationalised by a “repetitive 
compulsion” (Freud 1905). As with alternative forms of transference an individual 
firom the client’s past life is projected onto the therapist. Attachment theorists (Stem 
1985; 2000) have provided some support for this approach; they have claimed that 
the erotic transference mirrors the primary attachment that infants experience in their 
relationship with their mother, in terms of both physical gestures and closeness. It 
may therefore be possible that my client’s experience of an insecure attachment to 
her mother motivated her to hold on to therapy and demand more firom it. The 
attachment perspective would therefore indicate that the emotional language of love 
begins in earliest life (Person 2003) and the ongoing developmental process leads to 
the evolution of romantic love in adulthood or erotic transference in therapy.
Contrary to much existing literature erotic transference may emerge in many 
different relational contexts (Stirzaker 2000), which include both same sex and 
different sex dyads. According to Person (2003) there are primarily four types of 
transference situations; heterosexual women in treatment with heterosexual men, 
heterosexual men in treatment with heterosexual women, homosexual men in 
treatment with homosexual male therapists and homosexual women in treatment
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with homosexual female therapists. Until recently research has focused mainly on 
the impact of heterosexual transference in therapy and here most overtly on erotic 
transference between heterosexual female patients and heterosexual male therapists. 
It is expected that contemporary and future research will provide greater insight into 
all four types since tiiis multifaceted phenomenon will inevitably effect the work 
conducted by almost all practitioners. On this note, Coen (1996) highlights the 
difficulties heterosexual therapists often have in discussing their feelings concerning 
gay or lesbian clients. It would appear that it is often all too difficult for them to 
engage in an intimate and personal reflection on the nature of their relationship with 
their client. Coen (1996) further advocates that many heterosexual therapists feel 
they may have inadvertently harmed their lesbian or gay clients through 
inappropriate management of erotic transference. Thus greater understanding and 
open discussion may provide a more solid foundation for beneficial and effective 
therapy. From either perspective the role of the therapist is to try to understand the 
context of the client’s earlier relationships in terms of their current relating. Thereby 
preventing the erotic transference from being misinterpreted or becoming so anxiety 
provoking that it blocks effective therapy.
Although positive transferences (of which erotic transference is one) have 
historically been viewed as facilitating agents enhancing communication and the 
building of a constructive therapeutic relationship, they may also hinder therapy. The 
idealisation exhibited in the erotic transference, in which the therapist is viewed as a 
“good object” reflects aspects of earlier Oedipal relationships. This may create 
resistance in which the patient unconsciously seeks an “all gratifying” relationship 
negating the emotional exploration of potentially painful issues (Person 2003). The 
therapist’s collusion with this may simply serve to “imprison” the patient rendering 
him or her unable to relate authentically in the “here and now”. It is therefore 
important that the therapist is able to interpret emotions and display to the patient 
that he or she is able to withstand the consequences of being envisaged as both a 
loved (good) or hated (bad) object. These were aspects of the therapeutic process 
that I had to reflect on in my work with Mrs. B, particularly in regard to the 
difficulty I felt I had in allowing a negative transference to develop. Transference
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interpretations in which the nature and working of the defence is reflected back to 
the patient in a straightforward and understandable way may prove beneficial in 
negotiating therapeutic blockages.
Traditionally in the psychoanalytic literature more has been written about resistances 
arising from aggressive as opposed to loving or sexual feelings that the client may 
have towards the therapist. The management of erotic transference often instigates 
considerable anxiety in the therapist, a feeling that I have on occasion experienced in 
my therapeutic work. This anxiety may have been partially responsible for the 
limited research that has existed until relatively recently. Freud (1915) argued that 
the problems love may present for both client and therapist in real life may manifest 
themselves in the therapeutic environment; it would therefore appear that these 
emotions may represent a core part of therapy in which the client is able to 
communicate and examine his or her attachments to others. Although Freud (1915) 
wrestled with the concept of erotic transference in terms of whether it should be 
regarded as “genuine” or an “unreal” transference repetition, he eventually suggested 
that the difference between “transference love” and “real love” was one of degree 
rather than kind (Lemma 2003). “Real love” was believed to reflect many of the 
characteristics of “transference love” in that it is often unrealistic and unfulfilled. In 
this way, the patient may desire something that remains largely unattainable in the 
reciprocated love of the therapist. The phenomena of erotic transference creates a 
dilemma in which the power dynamics and roles played in the therapeutic 
relationship are directly challenged, boundaries may become blurred as the patient 
unconsciously endeavours to “recruit the therapist as his or her lover” (Lemma 
2003 p.246).
The consequences of erotic transference carry particular relevance if considered 
within the context of the client’s existing life situation; isolation and communicative 
problems in sharing feelings with others may be directly challenged by a therapist 
who is receptive and caring towards the client. The concepts of self-disclosure 
advocated more readily by intersubjective and interactional approaches may 
facilitate a powerful desire in the patient for greater attachment and intimacy beyond
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the therapeutic session. It is generally agreed that the use and possible outcomes of 
these techniques are therefore given due consideration. Lemma (2003) argues that 
the intensity and regressive nature of the analytic experience are instrumental in 
arousing poAverful feelings in both client and therapist. These carry particular 
implications for therapists working with individuals who have experienced sexual 
abuse in childhood or sexualised childhood relationships which perhaps more readily 
manifest in a pattern of pathological relating (eroticised transference) (Blum 1973). 
In contrast it is argued that neurotic aspects of the erotic transference “seldom 
hinder” the analytic process, rather they represent a tool for deeper exploratory work, 
which may prove beneficial if recognised and worked through with the client 
appropriately. They may constitute a vehicle for the transference regression 
advocated by Freud (1905) and enable replacement of outdated maladaptive schema 
with more adaptive models.
The therapeutic relationship frequently encompasses a range of powerful emotions 
that constitute a challenge to both therapist and client (Coen 1996). It is generally 
agreed that the very nature of psychotherapy and psychoanalysis actively encourages 
exploration of the deepest emotions occurring both within the self and between the 
self and other. The role of the therapist is to be able to understand and process these 
countertransferences in order to gain greater insight into the client. Throughout this 
learning process the therapist may encounter personal difficulties, which may 
incorporate, managing the strains of personal passions, avoiding the tendency to 
become emotionally remote and steering away from using countertransferences for 
personal gratification (Coen 1996). In my own experience of the erotic transference I 
wrestled with the need to negotiate an appropriate distance from my client without 
appearing too distant.
Stirzaker (2000) suggests that despite its’ often common occurrence many therapists 
remain reluctant to enter into discussion about either erotic transference or 
countertransference. This reluctance may be grounded in its’ inherently emotive 
nature and the general perception that it remains marginally disreputable, with 
implications for both effective and ethical practice. Discussion and research is
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further complicated by the vulnerability some therapists feel when confronting erotic 
issues in a session. From a practitioner perspective, therapists often cite some 
specific concerns hindering open dialogue with the patient; these include their own 
sexual attraction to the patient, concerns over the possible transgression of 
therapeutic boundaries and fear of potential embarrassment. In addition they may 
feel concerned that the patient may either fall in love with them or strongly deny the 
existence of erotic feelings, this may prove challenging and anxiety provoking 
without the support of supervision. In some ways these difficulties may reflect the 
therapist’s own attachment and interactional behaviour, these are contributed to the 
mutually constructed therapeutic space and emphasise the importance of personal 
therapy. In this vein “Ego psychologists” often argue that countertransference is 
primarily a sign of unresolved issues in the therapist, however, taken to the extreme 
this would appear to negate both the therapist’s own subjectivity (Dunn 1995) and 
the value that countertransference may present in the therapeutic process.
Freud (1915) emphasised the importance of recognising erotic feelings in analysis 
suggesting that far ftrom being avoided these transferences represent a valuable tool 
of exploration. They confer on the patient a greater awareness of the intricacies of 
relationships, including “an identification of the kindness and empathy of the 
therapist” (Person 2003). In my psychodynamic practice with Mrs. B. I felt 
challenged, and struggled with what I felt would be an appropriate level of 
interpretation. At this point it is perhaps necessary to draw a distinction between 
erotic transference and what Blum (1973) terms “eroticised transference”. Whereas 
erotic transference remains within the realms of interpretation and is potentially 
beneficial to therapy if used and interpreted appropriately, the latter is characterised 
by overt, often pathological demands for sexual gratification jftom the therapist, it is 
intense and lies beyond interpretation. The origins of this term “eroticised 
transference” are hypothesised to lie in childhood sexual seduction during the 
Oedipal phase, parental deprivation in terms of support and protection, intense 
masturbatoiy conflicts and familial toleration of incestuous behaviour (Stirzaker 
2000). The eroticised transference therefore represents the client’s attempt to 
'‘'‘repeat a seductive pattern in order to overcome the potential trauma through active
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repetition” (Stirzaker 2000 p201), it has particularly powerful implications for 
treatment and may render the therapist professionally impotent. This contrasts 
markedly with erotic transference, which is widely argued to constitute a central part 
of therapy fluctuating in terms of degree across the therapeutic encounter (Searles 
1959; Saul 1962; Hirsch & Kessel 1988; Mann 1994). It is generally agreed to 
conjure up a re-enactment;
“o f early, close and important relationships akin to those that occur in the majority 
o f relationships, particularly those that are Oedipal in nature”. (Person 1985)
In this vein Mann (1994) argues that the therapeutic relationship is a reflection of the 
earlier parent / child relationship, parental feelings of guilt surrounding erotic 
feelings towards the child are mirrored in the therapeutic relationship and are 
instrumental in inhibiting open discussion.
“The erotic is installed as seesawing between regressive and progressive, resistance 
and transformation, all framed by the transference /  countertransference. ”(Mann 
1994 p. 181).
The erotic transference is argued to facilitate the deepest unconscious relationship 
between client and therapist and is the driving force for therapeutic growth. Adult 
sexuality mirrors the initial parent / child dyad in that it is characterised by the 
provision of an object that will satisfy one’s emotional and physical needs often 
represented by the therapist in psychoanalysis. This would appear to complement 
more contemporary Kleinian approaches which have moved from a traditional focus 
on the internal world of phantasy to more readily incorporating an interpersonal 
perspective accounting for traumas and environmental failures impacting on the 
client’s internal world. Transference interpretations in the “here and now” of therapy 
focus on the client’s separation anxiety and the possible rationality underlying the 
erotic transference e.g. resistance.
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Freud (1915) argued that the meaning of erotic transference might lie in a strong 
unconscious resistance to treatment and an actualisation of past experience. From 
this standpoint Person (2003) suggests that the concepts of transference and 
countertransference cannot solely be understood within the realms of attachment but 
should be considered within the power dynamics that operate in interpersonal 
relationships. In addition to reviving early erotic attachments to family members 
erotic transference is seen as a quest for egalitarianism in which the power balance 
between therapist and client is neutralised (Person 2003). At stages in my 
psychodynamic work I had felt that the presence of an erotic transference hindered 
interpretation and deeper exploration with my client. It may therefore be seen as a 
device through which the client is able to exert control and avoid the pain of 
exploring sensitive issues (Gill 1979). The erotic transference may stem from the 
client’s ofren-innate perceptions of hierarchy within the therapeutic relationship; 
despite the efforts of many therapists to adopt a more egalitarian approach it would 
appear that the therapist is perceived to maintain this power. The client’s attempts to 
gain equality may be exercised through a pre-conscious “weak power” characterised 
by flattery and admiration, a feature more commonly observed between male 
therapists and female clients (Person 2003). Equally the therapist may consciously or 
unconsciously contribute to the transference through the gradual seduction of the 
client fuelled by the aura of strength and power of their professional position. 
Although this may initially serve to sustain a client through a period of “hard work” 
it may eventually lead to a breaking of boundaries and a stalling in truly profitable 
analytic work. Recognition of these erotic emotions “yields a wealth of 
psychological information” promoting exploration and understanding of the client’s 
interpersonal relationships in terms of their experience of power and attachment.
Resistance to the awareness of erotic transference occurs in all gender combinations 
but most commonly in heterosexual males in treatment with heterosexual female 
therapists. Person (2003) argues that this may result in an enactment outside the 
transference relationship; transference may become displaced with references to an 
external third party. This was a feature I found particularly interesting with Mrs. B. 
who made frequent references to a new found relationship and source of support
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outside therapy. Interpreting this back to her was difficult and I became aware that 
interventions identifying “displaced transference” may initially meet with resistance, 
although they can in the long term prove fruitful and enlightening.
Erotic transference has often been viewed as a contentious phenomenon in 
psychoanalytic work. It has perhaps remained under researched due to individual 
therapists’ reluctance in considering what is often viewed as an embarrassing and 
threatening subject with implications for professional competence. Despite these 
concerns, recognition, exploration and interpretation of erotic feelings in therapy 
confer valuable information concerning client’s models of attachment, idealisation 
and response to authority. Each client through emotions and behaviour expressed in 
therapy creates a microcosm of his or her external world. Interpretation of these 
deepest feelings may often provide a valuable insight to understanding the patient 
and empowering them to modify and re-evaluate their behaviour.
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In Cognitive therapy, how would the therapist understand and work with difficulties 
that arise in the therapeutic relationship. Illustrate with examples firom your own
practice.
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In Cognitive therapy, how would the therapist understand and work with 
difficulties that arise in the therapeutic relationship. Illustrate with examples
from your own practice.
Introduction
Most therapists working in a variety of approaches believe that the quality of the 
therapeutic relationship is a fundamental tenet in determining how successful 
therapy may be (Horvath 2002). The establishment of this relationship, its 
understanding and the methods by which problems and difficulties can be negotiated 
effectively are therefore an important area for attention. In this context substantial 
research has been conducted into how a positive therapeutic relationship may 
facilitate change (Horvath & Greenberg 1989; Greenberg, Rice & Elliot 1993; 
Horvath & Luborsky 1994). From a cognitive perspective, a good working alliance 
between client and therapist is argued to create an environment of safety and trust, 
core components that may enable the client to learn, implement and practice skills 
leading to positive change. Although cognitive behavioural therapy (CBT) is often 
viewed as a technical approach providing many strategies for creating this change it 
is also necessary to contemplate the wider interpersonal benefits offered by the 
therapeutic relationship (Horvath & Luborsky 1993).
It is generally agreed that difficulties in the therapeutic relationship are inevitable 
aspects of the therapeutic process (Safi-an & Moran 2000). Within the transference 
the client may revisit many unhealthy aspects of previous relationships which have 
caused difficulties or ruptures in their relationships with others. This may be 
particularly evident in the early stages of therapy, which may become influenced by 
both past relations and unresolved bonds (Bordin 1975). (It is however necessary to 
acknowledge that the relationship between client and therapist is dialectic and 
aspects of the therapist’s own background, history and countertransferences will play 
their own role in the process.). From the clients’ perspective these events may act as 
a template that becomes replayed in therapy, through which they may interpret and 
process particular responses in terms of their existing beliefs about their self and 
others. My practice within the cognitive behavioural jframework focused on working
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with individuals with learning disabilities, personality disorders and psychosis. All 
these clients appear to present with their own idiosyncratic ways of relating and I 
will attempt to illustrate how the practitioner might understand and work with 
difficulties that arise in the therapeutic relationship with reference to one learning 
disabled and one personality disordered client.
Reflections on Working with a Learning Disabled Client.
It is only relatively recently that cognitive approaches have been considered suitable 
for individuals with learning disabilities (Stenfert-Kroese 1998) and as such they 
pose unique implications for the therapeutic relationship. Initially in the early stages 
of therapy emphasis has been placed on developing a working therapeutic 
vocabulary (Bates 1992) since individuals with intellectual disabilities may often 
have impoverished vocabularies. In my work with this population I was encouraged 
to reflect on the importance of the therapeutic relationship and how a cognitive 
approach is most helpful if delivered within a broader person centred framework 
(Emerson, Hatton, Bromley & Caine 1998). This would appear to have particular 
implications for working integratively and providing the three core conditions 
advocated by Rogers (1961) namely empathy, unconditional positive regard and 
congruence, it is unlikely that individuals with intellectual impairments will benefit 
without these. Accordingly bringing together these approaches may enable the 
practitioner to gain a greater understanding of the client and improve the chances for 
a “successful” therapy, whatever that may be.
In my practice I considered the need to adopt a flexibility in which certain aspects of 
therapy may need to be altered over time in order to more readily accommodate the 
client. I thought about how it may be inappropriate to take an off the shelf model of 
therapy and apply it rigidly to each and every individual. This started to become 
clear in my work with Mr. C, whom I initially assessed and had been working with 
for 3 months. Mr. C. possessed a mild to moderate learning disability compounded 
by a diagnosis of paranoid schizophrenia. He was also experiencing bereavement 
following the death of his father. For me to work as effectively as possible 
supervision encouraged me to adapt the cognitive model in a number of ways, for
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particular reasons. During the course of our assessment sessions John seemed to find 
it difficult to maintain concentration and appeared anxious. The length of the session 
seemed to instil a sense of discomfort in which I believed he was being challenged 
beyond a level both he and I felt comfortable with. It appeared as though he was 
finding it difficult to maintain eye contact and remain still; he frequently changed his 
posture and shook his feet. To tiy and minimise any potential rupture in the 
relationship it seemed necessary to explore his anxieties with him, I was however 
initially concerned that he would find this intimidating. Using a person centred 
approach, simple vocabulary and appropriate empathy, I attempted to identify how 
he might have been feeling and how he was experiencing our session. People with 
learning disabilities are often not used to understanding what others say and this 
frequently results in them adopting a less powerful position in relationships. Existing 
literature (Emerson, Hatton, Bromley & Caine 1998) indicates that some of the main 
obstacles hindering a good therapeutic relationship relate to issues of power and self- 
determination both within therapy and the wider healthcare system. These facets 
often appear limited in individuals with intellectual impairments and, as such, I 
attempted to engage Mr. C. in determining the nature of his therapy so that he may 
became more at ease and empowered (Lovett 1985), an aspect of his life that 
currently seems to be absent. Although I realise that it may not be possible, or even 
desirable, to totally eliminate the power differential in our relationship, I have tried 
to engage him as an equal working partner in the therapy. At difficult times the 
relationship appeared to become strained and Mr. C’s responses became limited to 
one word or monosyllabic replies. Between us, in line with Department of Health 
(2004) guidelines, which advocate the tailoring of therapy to the client, we decided 
to divide each session into three parts. This allowed us to consider one specific issue 
in each sub session, hopefully reducing anxiety, increasing focus and allowing Mr. 
C. to refresh himself with short breaks.
At a more general level the practitioner working with the learning disabled often has 
to reflect on the possibility, if not probability, that this client group will have 
encountered numerous mental health professionals during their lives. As a result they 
may find it particularly difficult to form a healthy attachment within the therapeutic
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relationship. Initially the therapist may merely become another individual in a long 
line of clinicians from varying professional disciplines; this may place an inevitable 
obstacle in the way of a trusting and helpful therapeutic relationship. The 
relationship may also be tested since it is more likely than in the general population 
that the client will have been “sent” to the practitioner by a third party and that the 
perception of their problem and their motivation to change may have been 
interpreted by someone other than the client. When considering the development of 
the therapeutic relationship it is perhaps necessary for the practitioner to accept that 
this bonding may take longer with learning disabled clients since they may have had 
a lifetime’s experience of rejection (Nezu, Nezu, Rothenberg, Dellicarpini, & Groag 
1995). Through self-reflection it may also be helpful for the therapist to consider this 
in terms of their own countertransferential levels of frustration, as any change is 
likely to be both limited and slow. This is something I had to monitor in my practice 
and contemplate how far it may be possible for Mr. C. and I to progress during the 
course of our work. Irrespective of my own level of frustration I have felt it 
important to remain within the realms of my client’s capacity for change, not losing 
sight of what it may be realistic or unrealistic for him to achieve.
In order to develop greater understanding into the dynamics of the therapeutic 
relationship with the learning disabled population it is perhaps necessary for the 
practitioner to recognise that this client group may have had little experience of 
relationships in which their emotional life is the focus (Emerson, Hatton, Bromley & 
Caine 1998). Perhaps all too often mental health professionals across the system may 
have adopted a prescriptive approach focusing on “doing things to clients or getting 
them to do things” (Emerson Hatton, Bromley & Caine 1998). The nature of therapy 
may therefore seem foreign and distressing with little emphasis on relationship; the 
client may feel disempowered and have a limited understanding of the 
psychotherapeutic setting. Recognition of these dynamics on the part of the therapist 
may therefore help to form a foundation for future work. In my work with Mr. C. it 
seemed particularly difficult for him to talk and think about his emotions 
surrounding the death of his father. It was difficult to tell whether this was due 
largely to distress or an inability to verbally describe and reflect on his emotions. In
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our sessions I often wondered how Mr. C. thinks about death, for example, is it in a 
similar way to myself or is it very different and if so would I understand his 
experience of it. I am therefore drawn to one particular concept that may affect the 
therapeutic relationship namely the therapist’s understanding of how a learning 
disabled client may conceptualise death. The literature indicates that death may be 
viewed as a temporary condition in which the client is waiting for it to end and the 
deceased to return (Stenfert-Kroese 1998). To develop insight into the client’s world 
practitioners may therefore need to step outside themselves and reflect firom a 
phenomenological perspective on the clients’ understanding of death.
In my work with this client group, I noted how important it may be for the 
practitioner to pay particular attention to aspects of non-verbal communication. Non­
verbal cues such as facial expressions, mannerisms and sounds may all provide clues 
as to how the client is feeling and lead to a more understanding and productive 
therapeutic relationship. Although we had initially agreed to work on issues 
surrounding bereavement it appeared that this was particularly painful for Mr. C. and 
often resulted in irritability, fidgeting and either a break or termination of the 
session. In the countertransference I often found myself pulling back from tackling 
distressing issues since I felt a need to protect my client, act in his best interests and 
reduce any potential risk of harm. I felt reticent about engaging with topics that may 
have unnecessarily exposed the sensitivities of my client and created a permanent 
schism in our relationship. However I feel this approach may also have had its 
disadvantages since at times we are unable to tackle the truly painful issues that 
concerned Mr. C. at that time.
On another level practitioners may also be placed in a dilemma when considering the 
importance or significance of the role of silence in sessions. Traditionally with non­
disabled clients it may be possible to use silence to allow the client time to reflect on 
their emotions. However in my practice with learning disabled clients I felt a need to 
use this with extreme care since silence may often be seen as an instrument of power 
and could often be interpreted as a form of abuse (Sobsey 1994). There were times 
when conversation ceased and we appeared to have been confironted by an impasse,
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which prompted my client to ask for a break to go to the toilet. At these times I 
endeavoured to highlight aspects of our relationship by commenting on the silence 
and considering how difficult it may have been for him to contemplate certain issues. 
In the literature considerable reference is made to issues of power in the therapeutic 
relationship (Emerson, Hatton, Bromley & Caine 1998), these are perhaps 
heightened when working with learning disabled clients. The therapist may therefore 
wish to ensure that the individual is given the maximum control possible over the 
sessions. This may include their location, timing and duration. On a number of 
occasions Mr. C. asked me if he “can go now” and I firequently acceded to his 
wishes, since I felt making him continue against his own will might have been 
experienced as punishing and detrimental to the therapeutic relationship.
The relationship may also be challenged by the therapist’s ability in being able to 
communicate at a level that is understandable to the client. Bates (1992) argues that 
without this the therapeutic relationship will flounder frequently resulting in 
acquiescence, confusion and anxiety. In order to build the relationship with Mr. C. I 
had to constantly monitor the complexity of my language by using simple 
vocabulary; this seemed veiy different to my work with other client groups in 
different therapeutic models. As a result I frequently had to stop myself, rephrase 
and reflect on whether Mr. C. would understand what I meant. We often found it 
necessary to use pictures and drawings in order to clarify certain issues and 
emotions. In addition to difficulties with communication it was frequently hard to 
ascertain my client’s expectations of therapy. It appears he often had difficulty 
understanding the nature of the therapeutic setting and conceptualised his previous 
experience of therapy as an opportunity for a “chat”. This is illustrated by how he 
found it difficult to recall or relate any aspects of earlier work that may have been 
helpful to him. At times it rendered me powerless and from a relational perspective 
made me wonder what I may have been able to help him with over the course of our 
therapy i.e. would he be able to remember and retain any skills that we practised or 
learnt.
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Reflections on Working with a Personality Disordered Client.
The therapeutic relationship may run into particular difficulties when working with 
clients with personality disorders who represent the second client group with whom I 
worked. Quite often the very problem that brings them to therapy will represent a 
potential threat to the working relationship. Beck and Freeman (1990) therefore 
advocate that early sessions should focus on an unravelling of the client’s experience 
to determine specific sensitivities and vulnerabilities which may lead them to 
overreact in certain situations. They suggest the therapist allow negative reactions 
but not actively provoke them and should bear in mind that emotions such as anger 
and disappointment may provide a valuable insight into the client’s world and 
beliefs. If these transferences remain unexplored it is likely they will interfere with 
the collaborative aspect of the therapeutic relationship. Each different personality 
disorder will give rise to varying tensions within the relationship and to make 
headway the therapist will need to adapt his or her approach accordingly. For 
example a client presenting with a paranoid personality disorder may respond 
differently to one with borderline personality disorder. In the case of the paranoid 
client there may be an innate rigidity and need to retain the existing position in order 
to remain safe. It may be particularly difficult for these clients to develop trust and 
engage in therapy without believing that the therapist has a specific agenda or desire 
to control them. They may interpret the therapist’s interventions as deliberately 
demeaning or threatening leading to an overly argumentative or confrontational 
approach. In the case of the borderline patient, whose life may be in constant flux 
alternating from crisis to crisis, it may be particularly difficult for them to engage in 
a structured therapeutic approach and this may result in non-attendance, lateness or 
lack of co-operation (Beck & Freeman 1990). The concept and possible constraints 
of weekly sessions limited to one hour, which was the case in my own practice, may 
often prove anxiety provoking for the client and sometimes finstrating for the 
therapist. The therapeutic relationship may be jeopardised between sessions as the 
client feels abandoned and alone and may resort to self-mutilation or parasuicidal 
behaviour. Frequently the practitioner may be challenged by the client into 
negotiating and solving temporary crises without being able to focus on the
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underlying and more general problem (Beck & Freeman 1990) which may lead to a 
more effective longer term solution.
In my work with this client group I was led to believe that one of the cardinal 
principles within the cognitive approach is to instil a sense of collaboration and trust. 
Sometimes I struggled to make progress and I felt that it was important for me to 
reflect on the possibility that change in those with chronic personality disorder is 
usually at a slow pace and that the therapeutic payoff is often small. This thought, I 
believe, helped me to remain realistic and understand my own limitations within my 
relationship to my client. Frequently at times of acute distress the client will be open 
to the therapist’s suggestions and can be motivated to practice certain techniques 
which may provide a relief firom suffering. However, over the longer term 
motivation may prove considerably more challenging. In my work with Mr. W, a 22- 
year-old man diagnosed with borderline / antisocial personality disorder, it initially 
proved difficult to build a therapeutic relationship as therapy was hampered by non- 
attendance and lateness. I felt at this time that our relationship would prove 
particularly challenging since Mr. W’s past had been characterised by unstable and 
often intense relationships in which individuals were firequently either idealised or 
detested. As time progressed I felt it was necessary to address these issues with him 
and for us to consider possible reasons for these difficulties. It emerged that the 
building of trust was a particular concern and Mr. W. related a history of earlier 
abandonment and both sexual and physical abuse. One of his main concerns in 
therapy appeared to be a fear that if he were to discuss his difficulties he would in 
some way be rejected and left to fend for himself. Between us we were able to 
explore this belief and how it related to his treatment and experience in childhood. 
Mr. W. also appeared to feel a deep sense of personal shame surrounding his desire 
to self-harm. It seemed as though he found this difficult to share and felt that if he 
were to tell me I would in some way reject him by terminating the therapy. At this 
stage I felt it important to remain non-judgemental and rather than focusing purely 
on the self harm felt it more appropriate to acquaint myself with his life experience 
(Beck & Freeman 1990) and explore the possible reasons for it. From the literature it 
would appear that empathy and validation play an important role in the development
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of the client / therapist relationship and ability to change, I have been encouraged to 
reflect on this from both a CBT and Dialectic behaviour therapy perspective 
(Linehan 1993). Although not condoning self-harm emphasis on an understanding of 
the client’s past traumas and why he feels a need to act and behave in the way he 
does may play a valuable role in therapy. In my work with Mr. W. I believe that 
pushing too hard for either disclosure or a solution at an early stage would have 
jeopardised our therapeutic relationship. Despite the initial difficulties and, after a 
number of sessions moving at a slow pace, Mr. W. was eventually able to show me 
his arms, which were covered in lacerations from shoulders to wrists. This event 
seemed to mark a turning point in the therapeutic relationship after which our 
sessions seemed to develop a greater sense of openness. This new openness enabled 
us to collaborate and think more about the emotions behind the self-harm, we were 
then able to begin to work on alternative strategies for managing distress.
Conclusion
I am aware these may constitute some of the difficulties that may arise in the 
therapeutic relationship with two specific populations. It is however unlikely that 
they will be entirely exclusive to either the learning disabled or those with 
personality disorders. Some of the concerns and potential ruptures may be 
understood and worked with in the more general population and I believe that this 
may provide me with an opportunity to extend my therapeutic skills in the future.
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Over the course of my training I have had the opportunity of working in a variety 
settings, which I hope, will compliment each other as I develop as a practitioner in 
the future. I have had 5 separate placements and these are outlined below.
Year 1
Placement 1.
Working within a person centred framework alongside the medical department of a 
large multinational organisation. The placement gave me the opportunity of working 
with a diverse range of clients of many ethnic and cultural backgrounds; its’ duration 
was approximately 9 months.
Placement 2.
An NHS secondaiy care adult psychotherapy unit, I was supervised from a 
psychodynamic perspective and worked with clients experiencing depression. This 
was a shorter-term placement of approximately 4 months duration.
Year 2.
In year 2 I worked in an Adult psychotherapy unit within a multidisciplinary team, 
which focused on individual, group and couples’ work. I was supervised from a 
psychodynamic perspective by two Psychotherapists and worked with a variety of 
clients experiencing depression and obsessional thinking. I also had the opportunity 
of co-facilitating a therapy group based on a Kleinian approach in which I was 
supervised by a Tavistock trained Psychotherapist.
Year 3.
Placement 1
A specialist psychology services unit, working with learning disabled, personality 
disordered and offender populations. The placement lasted 6 months and I was 
supervised in a cognitive behavioural framework by a Counselling Psychologist.
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Placement 2
An inpatient mentally disordered offenders unit working with clients diagnosed with 
psychosis and personality disorders including psychopathy. Clients had committed a 
range of offences including manslaughter, rape, robbery and drug related offences. 
The duration of the placement was 11 months and I was supervised by a Clinical 
Psychologist. My work gave me the opportunity of being trained in assessment using 
the Psychopathy Checklist Screening Version (PCL-SV) (Hare 1998) and the 
Historical and Clinical Risk Assessment (HCR-20) (Webster, Douglas, Eaves & Hart 
1997). I also had the opportunity of facilitating a weekly psychoeducational 
reasoning and problem-solving group
55
Therapeutic Practice Dossier
Final Clinical Paper versus First Clinical Paper? A Snapshot of the Journey of a
Counselling Psychologist.
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Final Clinical Paper versus First Clinical Paper? A Snapshot of the Journey of
a Counselling Psychologist.
In order to protect the confidentiality and identities of individual clients personal 
details have been changed and pseudonyms used throughout this paper.
Introduction
This paper aims to illustrate the progress and nature of my journey towards 
becoming a Counselling Psychologist and the way in which I relate to practice, 
theory and research. It reflects on the challenges, difficulties and hopefully also 
successes that have been part of my passage over the last three and a half years. As 
I reflect on this I become aware that this time has actually formed part of a much 
larger project or process. Where this project started I am not entirely sure. I could 
say its beginning was 8 years ago when I started my degree at Roehampton 
Institute. On the other hand it could have been some time before as I struggled to 
find a career and professional identity that I felt I would be comfortable with. Either 
way the journey has at times been arduous. It would probably be inaccurate to say 
that it has been like climbing a mountain because this seems to conjure up the idea 
of a singular and finite objective, “the summit”, even if there are several different 
routes to it. Also it could perhaps lead people to think that in my experience there 
has been no space to wander, and wandering I think is sometimes a valuable part of 
any journey if it broadens my outlook. I think a more appropriate analogy would 
be that of a sea voyage in which at times I have been carried along in different 
directions at different speeds. At times I have had to regain my self-determination 
from the weather by wrestling with the prevailing elements and re-establishing 
myself as the helmsman. I am aware that this voyage continues as I embark on my 
career as a practitioner.
During this journey I have been able to reflect on my own personal views and think 
about how these may have changed or developed over time. Initially I felt a need to 
place particular emphasis on academic components of my training feeling that these 
were goals or markerpoints to be achieved by specified times and that if I adhered
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to these I would be able to pass on to the next stage. In retrospect it has however 
been far more. Yes, of course, these have had to be done but they have perhaps 
formed a smaller part of the training than I expected. Sometimes I have felt that 
there are things that simply cannot be learnt from books or “done” and that it would 
probably be best to absorb these experiences over an appropriate period of time.
Theory in Practice
As time has progressed perhaps one of the greatest challenges I have faced is that of 
making sense of the multitude of different approaches and theories within 
Counselling Psychology. This may have been brought to life by the course’s focus 
on three broad models of therapy namely person centred, psychodynamic and 
cognitive behavioural therapy and the differences and similarities that may exist 
between them. In many ways I feel it has been an advantage to experiment with 
diversity and that this form of training has been made all the richer for it. Although 
some may argue that the original ideas developed by pioneers such as Freud and 
other major thinkers should remain “sacred texts” (Spurling 2002) it would appear 
that evolution of these theories incorporating new concepts has much to offer the 
field of Counselling Psychology. Some theorists have argued that training “should” 
be based within one theoretical model, the advantage being that it provides 
practitioners with a solid sense of professional identity and in-depth knowledge 
(Spurling 2002). This has perhaps been the case with some of my own supervisors’ 
experiences in which they have openly described themselves as belonging to a 
particular “tribe” or “code”. In many ways although it has been a formidable task to 
juggle ideas and theory from sometimes competing models, I am thankful that this 
rigidity where possible has been avoided. A more integrationist perspective implies 
that I may be able to develop useful skills from different therapeutic frameworks 
and in the process may be able to address each client’s problem more effectively. In 
this way theories can be brought together as a whole as opposed to being subjected 
to the selecting out of certain components, which would more accurately be 
described as eclecticism. From where I sit at the moment I can see the advantages 
of this approach, however as a trainee at the beginning of my career I am also in 
awe at the difficulty of this task and become aware of my own current limitations.
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It appears this integration is a particularly complex and ambitious enterprise that 
involves bringing together elements of different models in effect to formulate a new 
theory (Lees 2004).
Initially I was perhaps too concrete in my views thinking that these approaches 
were truly separate therapeutic schools and I believe that this may have hindered 
my development as I made the transition from working in one model to another. I 
felt this was particularly the case as I moved from working in a psychodynamic 
framework to a more goal orientated cognitive approach. In some ways I felt that 
previous aspects of my learning needed to be put on the shelf in order for me to 
work effectively in a new placement and model with a different client population. It 
took some time for me to accept that perhaps there is no real “RIGHT” way of 
doing therapy and that with the support of supervision it would be more appropriate 
for work to remain flexible and more tailored to the client (Department of Health 
2004). From a relational perspective, this has drawn me to the notion that 
therapeutic processes are often not initiated by the therapist but perhaps more so by 
the client as he or she reaches a particular stage in life (Walach 2002). Walach 
(2002) argues that therapy even when manualised to the extent of a goal directed 
cognitive behavioural approach “has to be adapted to individual needs and 
situations”. This has felt particularly important to me when I have worked with 
learning disabled clients and often struggled to gain an insight into their way of 
understanding and communicating with the world. I have had to ask myself whether 
it was appropriate or even ethical to use an off the shelf manualised approach in our 
work. The idea of greater flexibility and provision of CBT within a broader person 
centred approach (Emerson & Hatton 1998) seemed crucial to therapy, with a 
particular emphasis on the client as a unique individual. This is not to advocate 
rejecting therapeutic technique or professionalism which I believe are important for 
any therapy, but rather to accept that every single therapy remains an individual 
process structured by the nature and limitations of my client (Walach 2092). Rogers 
(1976) refers to the innate wisdom that rests within the client, I believe this is 
present in learning disabled individuals who remain the most valid narrators of their 
“own” experience in whichever way they tell their story.
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First Year Placement
During my first year I worked concurrently in two very different settings; my initial 
placement was within a large multinational organisation where I worked alongside 
a Psychotherapist and two General Practitioners for one day a week. This gave me 
an insight into how a counselling and psychotherapy service may be integrated 
within a larger medical department and also into the challenges it presents when 
incorporated within a commercial and employment context. It provided me with the 
opportunity of working with clients with a range of psychological difficulties such 
as anxiety, panic disorder, bereavement and depression. Although these problems 
were often present there also appeared to be particular emphasis on their interaction 
with workplace difficulties, which included problems in interpersonal relationships 
and emotional difficulties caused by workplace bullying. The placement also 
provided me with a foundation for working within a multicultural environment with 
clients from many ethnic backgrounds.
My work was mainly based within a person centred approach (Rogers 1951, 1957, 
1961) focusing on providing the three core conditions of empathy, congruence and 
unconditional positive regard. It is argued that these provide the optimal conditions 
necessary for positive change (Rogers 1961). My supervision placed specific 
emphasis on “listening” and being able to suspend potential judgements or 
evaluations of clients. As I reflect on this I recognise the value of being able to step 
outside myself for a moment in time and refrain as much as possible fi*om imposing 
views that stem from my own frame of reference (Rogers 1961). I am aware that to 
truly suspend one’s own values is perhaps unrealistic if not impossible, however it 
is generally agreed that the nearer the practitioner gets to this the more likely a “real 
communication” between therapist and client.
“To see the expressed idea and attitude from the other person’s point o f view, to 
sense how it feels to him, to achieve his frame o f reference in regard to the thing he 
is talking about. ” (Rogers 1961 p.332.)
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In some ways I feel this person centred approach is congruent with many existing 
aspects of qualitative research and how I relate to it. From a scientist / practitioner 
perspective it therefore seems appropriate for me to make a connection between my 
experience of working humanistically and the research direction I later decided to 
pursue. The research I conducted in my second year may in part have been 
influenced by this philosophy in which I chose to cany out an interpretative 
phenomenological analysis (IPA) (Smith 1996; Smith et al 1997; Smith et al 1999; 
Smith & Dunworth 2003) into Psychotherapists’ and Counselling Psychologists’ 
perceptions and experience of training groups. IPA is hermeneutic and wherever 
possible attempts to adopt the insider’s perspective (Conrad 1987). I believe this is 
a seemingly valuable and empathie position to adopt in therapeutic work with 
clients. It is concerned with the individual’s personal perception or account of 
experiences as opposed to a production of objective statements surrounding the 
event itself (Smith & Osborn 2003). I remain aware that inevitably any 
interpretations I may make in relation to my client are mediated through my own 
experience and so do not represent the “truth”. I therefore believe this method of 
research rests well with Rogers’ (1961) approach and feel that it may have 
contributed to some of my skills as a practitioner.
Initially I perhaps underestimated the power of the person centred approach, 
wondering whether listening and provision of the core conditions in themselves 
could really be considered an effective medium for therapeutic change. Rogers’ 
(1961) suggestion that the therapeutic relationship is the most effective agent for 
altering personality structure and improving individual’s relationships and 
communications with others seemed at first a little unlikely to me and I had to 
question where I stood. This led me to consider that the core conditions are 
actually something slightly different from what I believed, in that they may more 
accurately be thought of as the container in which therapy is delivered. My reading 
at the time awakened me to other ways of viewing the therapeutic relationship. I 
was particularly drawn to Clarkson’s (1995) Five stage model in which the 
therapeutic relationship comprises; the working alliance, the transferential / 
countertransferential relationship, the reparative relationship, the person to person
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relationship and the transpersonal relationship. These individual concepts are often 
in operation at different times and may be used as different avenues for positive 
change. It appeared that this framework could be coherently applied to other 
models of therapy including psychodynamic and cognitive behavioural work. 
Within a person centred approach I feel each of these aspects of the therapeutic 
relationship may be utilised to modify the beliefs and emotions of the client.
An examination of the literature suggests that it is the relationship between client 
and practitioner, more than any other factor, which determines the effectiveness of 
psychotherapy (Luborsky et al 1983; O’Malley et al 1983; Bergin & Lambert 1978; 
Hill 1989). In this way I have come to view the therapeutic relationship as a 
threefold entity constituting the attitudes of the client, the practitioner, and the 
dynamics of the relationship (Clarkson 1990). I certainly believe this was the case 
as I later moved into a psychodynamic model and was left to contemplate the 
particular emphasis on the nature of the transferential / countertransferential 
relationship and the concept of a reparative relationship.
At some level I often wondered whether I should be doing something else or 
something more, that I should in some way be providing my clients with tailor- 
made solutions to their problems. The concept of paraphrasing and clarifying 
feelings sometimes felt a little uncomfortable almost as though I was in some way 
“faking it”, a long way from my belief in congruence. However this reflecting back 
may have made it easier for me to gain a clearer grasp of clients’ concerns and 
perhaps even get a feeling of what it might be like to be there myself. This, 
however, has raised some apprehensions in my mind about the safety of placing 
myself in another person’s private world. Is it possible that in some way I may 
myself be changed and if I am is this for better or for worse? This was a particularly 
sensitive issue for me as I worked with individuals who experienced workplace 
bullying; I was led to reflect on some of my own earlier experiences of this both in 
a workplace and as a child within a school, a particularly traumatic time for me. In 
my reflective journal through this identification with my clients I asked myself 
whether I would perhaps pick up or adopt some of their anxieties and how I would
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wrestle with these while pursuing a challenging academic and vocational course. I 
wondered whether there was the possibility that I would become so immersed in 
my clients’ world that I would be unable to offer the environment needed to effect 
positive change. These were all important aspects of my work in which I often felt 
a need to draw on the support offered by my own personal therapy.
My second placement in my first year was based in an Adult Psychotherapy unit 
within an NHS trust where I worked for one day a week. My work was conducted 
within a person centred framework and although I was also supervised from a 
psychodynamic perspective by the Consultant Psychiatrist I believe this to have 
been beneficial, as I move towards becoming an integrative practitioner. During the 
placement I had two clients whom I worked with for a period of 4 months each 
presented with relationship and attachment difficulties. I feel to some degree I was 
able to balance the approaches of both placements as a result of the support, 
supervision and perhaps patience offered by my supervisor. I particularly feel that 
the sense of humour and friendliness that seemed inherent in this department was 
instrumental in helping me through what could have been a much more difficult 
transition.
The placement made me more aware of the transference and countertransference 
issues that form such a central aspect of psychodynamic work. I believe at some 
level that with my clients I was able to use transferential aspects of our relationship 
to move them in a search for personal understanding. Greenson (1967) emphasises 
the importance of inviting the transference and gradually dissolving it through 
appropriate interpretation. Here, I am particularly drawn to my work with Mrs. A. 
who had experienced the break up of a relationship 18 months previously; it was 
her first since her divorce five years earlier. She told me she had married at the age 
of 24 and that the relationship had seemed “safe”. She had shared many interests 
with her husband who she described as a “loving caring” person who would do 
anything for her. However she said the relationship “lacked the special spark” that 
she had “hoped” for. In the transference I felt she might at an unconscious level 
have been communicating to me that therapy was a safe and caring place to be.
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However I also wondered whether she might be yearning for something more 
exciting in therapy, that maybe safety in itself would not be enough. We reflected 
on her expectations of therapy and whether it would provide her with that “special 
spark” and if it didn’t would she feel as Freud (1905) suggests a “compulsion to 
repeat” (Freud 1905) and abandon the therapy. Mrs. A. frequently referred to the 
difficulty she had in making decisions and how she always seemed to be “in two 
minds”. Although she felt she often needed advice, sharing difficulties with others, 
she said, led to a sense of personal shame and inadequacy. This seemed to provide 
us with a valuable area for exploration in which she was able to contemplate the 
nature of our relationship, what it was like for her to be in therapy and whether she 
thought of me as a potential “advice giver”.
Supervision highlighted difficulties that Mrs. A. had with endings with particular 
reference to her trying to hold on to and rebuild her recent relationship. It 
encouraged me to focus with her on the ending of therapy and consider what this 
might mean for her. This was a valuable concept that I have learnt to be both 
transferable and helpful in my work with other clients. Together we felt that by 
negotiating a new ending between us it may possibly allow her to let go of her past 
relationship and begin the reparative process of moving forwards.
Second Year Placement
In my second year I worked in the Adult Psychotherapy department of an NHS 
hospital, which adopted a psychodynamic approach. The department was fairly 
large and offered me the opportunity of working within a multidisciplinary team. It 
was headed by a Consultant Psychiatrist / Psychotherapist who adopted a Kleinian 
approach in her work, four Psychotherapists specialising in individual work, a 
Couples’ Therapist and a Group Analyst. During the year I also had the opportunity 
of running a group with a Tavistock trained group Psychotherapist although for 
various reasons, which I will go in to later, the group failed to survive.
As I contemplate my experience over the last three years I have a particular 
attachment towards this placement. As a trainee I was touched by how senior
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members of staff made themselves available to provide support and how they 
seemed happy to play an active role in my learning and development. I found it 
valuable to be included in team supervision meetings and reflect on other 
practitioners’ experience with clients and contribute to their discussions. These 
interactions seemed particularly important to me as I began to make a fuller 
transition into working within the psychodynamic model. I feel I was gradually 
eased into a new way of working in which I was encouraged to experiment with 
new ideas at a pace that was appropriately challenging. This made me reflect on a 
concept resting somewhere between Winnicott’s conceptualisation of “good 
enough parenting” (1966) in which my anxieties were contained appropriately by 
supervisors and the Freudian approach (1915) in which I was within reason allowed 
to develop at an appropriate pace through the experience of my own successes and 
failures. The support I received acted as a form of nourishment from which I felt I 
was gradually able to learn and develop as a practitioner. There were occasions 
where I felt challenged and uncomfortable although I somehow felt I survived and 
that these would eventually lead me on to become a more competent practitioner.
This placement encouraged me to develop greater attunement to transferential and 
countertransferential aspects of my relationship with clients. Particular emphasis 
was placed on building a healthy therapeutic relationship and using this to facilitate 
therapeutic process. I was sometimes struck by the power of the transference, 
which I felt often had a seductive quality to it. This I found particularly the case in 
my work with Mrs. B. a 48 year old woman who had been experiencing 
longstanding difficulties concerning relationships with men and bulimia. One of her 
opening comments in therapy was that she felt she had “never” had a “secure” or 
“stable” relationship with a man. This enabled us to contemplate the nature of our 
work together and whether she felt a stable relationship could be negotiated 
between us, equally it prompted us to consider whether she could ultimately be 
satisfied within our relationship. The end of the session was marked by what I felt 
to be a particularly powerful and seductive comment in which she told me our 
meeting had been the first time she had discussed such intimate and possibly 
shaming issues with another person. At the time several hypotheses had been going
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through my mind, some of which we were able to explore in supervision i.e. was 
she trying to avoid potential abandonment and how might this have been mediated 
through the insecure attachment (Bowlby 1969) she had experienced in childhood. 
Equally had this attachment pattern led her to develop an almost “unquenchable” 
thirst for meaningful and secure relationships in adulthood? The answer is that I 
can’t really be too sure, however, supervision encouraged me to reflect on her 
difficulties with food and how this might represent an attempt to hold on to a “good 
object”. It was interesting to note that in the early stages of our work Mrs. B. 
appeared to throw herself wholeheartedly into therapy. She supplemented our 
sessions by reading self-help books and wondered whether simultaneous 
participation in groupwork would be of additional benefit, it seemed as though she 
was yearning for a therapeutic feast. Whatever the underlying reason I feel that one 
of the most valuable aspects of supervision was not so much that it could provide 
any solid or concrete answers but that it identified possible hypotheses. These I 
could log away in my mind and draw on at a later and perhaps more appropriate 
stage in therapy.
As our sessions moved on I found Mrs. B. trying to entice me into altering the 
duration of our sessions. She frequently threw a new issue into the ring towards the 
end of each session and attempted to extend it beyond our allotted 50 minutes. I 
was drawn to the concept that the analytic process is based firmly in the “here and 
now” and as Bion (1967) suggests the client will enact previous patterns of 
behaviour within the therapy. This provided an opportunity for us to reflect on her 
difficulties with attachment and the general feeling that she felt she was unable to 
get enough of what she really wanted. Lemma (2003) states that psychotherapy 
takes place within a relational context, therefore our relationship would inevitably 
be determined by the host of conscious and unconscious needs and motivations that 
we both brought to the session. I often found myself on the verge of giving in to her 
desire for “extra time” and I was encouraged to think about this in supervision. It’s 
difficult to put a precise finger on it but I wondered whether at this early stage in 
my psychodynamic practice whether I had a particular difficulty in allowing 
negative transference to develop. I perhaps wanted to be seen too much as a “kind
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and good therapist” and at some unconscious level feel I was drawing on my own 
need to be seen as a “nice guy”. I now believe this function may be to avoid 
offending others and suffering the subsequent rejection that may go with it, an 
interesting countertransference for me to experience with this client.
Much of my work with Mrs. B. revolved around how difficult it was for her to feel 
satisfied; we were able to think together about how this played out in areas of her 
life, including food, men and therapy. I was also able to contemplate the 
importance and significance of a secure “frame” and how the practitioner / client 
relationship could potentially be compromised by erotic transference (Spillius 
1994) and projective identification. Although anxiety provoking, I feel this was a 
valuable experience to have in the early stages of my career since it carries 
particular implications for ethical practice. I am aware that the consequences of 
projective identification may lead to the therapist feeling a strong compulsion to 
comply with the client’s phantasies (Spillius 1994) and this may be particularly 
salient in regard to erotic transference. I sense this experience will provide me with 
some armoury for managing these dilemmas in the future. I believe it has also 
awakened me to the possibility that if responded to in a professional manner the 
identification of the erotic transference could have potentially advantageous and 
useful implications for our work together.
Perhaps one of the most potentially difficult moments in our work occurred two 
days before Valentine’s Day, Mrs. B. arrived at our session wearing a heart shaped 
badge bearing the statement “I love you”. I was interested that she had decided not 
to remove it before our session and that when this was brought to her attention she 
said she was hoping she had found a new relationship. On an unconscious level I 
wondered whether she had considered our therapy akin to a four-month courtship 
and how she would handle this when told that therapy was not a place for a sexual 
relationship. I was also left wondering how her previous relationships were being 
relived here in therapy.
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Groupwork
This placement also gave me an opportunity to participate in the facilitation and 
setting up of a therapy group based on the “Tavistock Tradition” in which my 
supervisor was trained. The approach is typically perceived as Kleinian and in this 
way we as therapists interpreted communication in the “here and now”. Emphasis 
was placed on group interpretations as opposed to those aimed at individuals and 
our purpose was to assist the group in reflecting on the meaning of their experience 
in terms of both content and process (Haug & McCaffrey 1998). Initially for me the 
transformation from individual work to group work felt unusual. Our role as 
therapists was to present ourselves in what could be described as a thoughtful, but 
impassive and bland way. This often appeared to shock or irritate group members 
and they frequently demonstrated frustration at our lack of personal disclosure. I 
often felt a discomfort when challenged by specific individuals and felt pressurised 
to remove myself from the hotseat by conversing with them on a different level. For 
me the power of the countertransference seemed to be fundamentally different to 
that of individual work. It exposed me to a host of feelings reminiscent of my 
previous group experiences some of, which had felt dangerous, these may partially 
have been the catalyst for my research work in years 2 and 3 which focused on 
interpersonal learning in training groups. Overall I believe that this training 
experience helped exorcise some of the more disturbing countertransferences that I 
had and maybe helped me develop a greater resilience.
Although the group had been scheduled to last 2 years it broke down soon into the 
New Year after approximately three months. Individuals appeared to take it in turns 
to be absent and their commitment seemed to wane after the early departure of two 
members. My supervisor and I considered the possible reasons for the group’s 
failure and were involved in presenting a “post mortem” to the clinical team. It was 
difficult to identify specific reasons but it is likely that it stemmed from a 
combination of factors. The group had started in the last week of October allowing 
just seven sessions prior to the Christmas break and it is possible that this was too 
short a period for a sense of cohesiveness to develop. Equally the Kleinian 
approach may have stretched group members too far leaving them with a feeling of
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alienation before the holiday break and an unwillingness to return. I am also left to 
reflect on my own role, in that the group was facilitated by two male therapists. The 
impact of this remains unknown but in hindsight a male / female therapist dyad 
may have been more beneficial in terms of recreating a sense of family. Although 
some considerable thought had been given to the selection of clients prior to group 
commencement, there were perhaps a few considerations that were neglected. We 
had included a client with a forensic history who had some years before been 
charged with attempted murder. On reflection we believed this was a misjudgement 
and feel that his earlier behaviour was repeated leading to the group being 
sabotaged after the first session. Equally the inclusion of a client who had had 
previous experience of a failed therapy group may have contaminated other 
members with a fear that this therapy “would not work”.
Overall my experience of groupwork has given me a clearer idea of the 
complexities and considerations that need to be taken into account when setting up 
a therapy group. These are reflections that I will bear in mind if I have the 
opportunity of setting up and running a group in the future. They should not be 
taken lightly and perhaps should take place over considerable time. From an ethical 
perspective I believe that thought and care needs to be given to the nature of the 
clients and how they may interact with each other. Thus groupwork should not be 
seen as a panacea for overstretched resources.
Third Year Placement
In my third year I worked in two separate placements, a specialist psychology 
department in which my work was with learning disabled and personality 
disordered clients and a forensic rehabilitation unit. My work took a mainly 
cognitive behavioural approach and I had an opportunity to apply this to a range of 
presenting difficulties including depression, anxiety, bereavement and psychosis 
within these target populations.
I quickly learnt from my reading and experience that it was not possible to simply 
apply the techniques of CBT to either learning disabled or personality disordered
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individuals without often making some major modifications. Throughout my work 
with this client group I have placed a particular emphasis on the therapeutic 
relationship and the application of the therapy within a broader person centred 
approach. (Emerson, Hatton, Bromley & Caine 1998). This appears to have 
particular implications for working integratively and building on the skills 
developed in my first year by providing the core conditions advocated by Rogers 
(1961) namely empathy, unconditional positive regard and congruence. I feel it is 
unlikely that individuals with intellectual impairments will benefit without these. In 
my work with Mr. C. I found I had to make certain modifications firpm the very 
beginning of therapy. Mr. C. was a client with a mild to moderate learning 
disability who was suffering firom bereavement and diagnosed with chronic 
paranoid schizophrenia. In some ways his difficulties made me feel overwhelmed. 
He initially presented as anxious and found it difficult to maintain concentration for 
more than 15 to 20 minutes. The length of the session seemed to instil a sense of 
discomfort in which I believed he was being challenged beyond a level both he and 
I felt comfortable with. It appeared as though he was finding it difficult to maintain 
eye contact and remain still; all aspects of body language that I have been 
encouraged to pay particular attention to with this client group.
Mr. C. made me more aware that people with learning disabilities are often not 
used to understanding what others say and this may often result in them adopting a 
less powerful position in relationships. Existing literature (Emerson, Hatton, 
Bromley & Caine 1998) indicates that some of the main obstacles hindering a good 
therapeutic relationship relate to issues of power and self-determination both within 
therapy and the wider healthcare system. I seemed to gain further insight through 
some interesting countertransferences that occurred in our sessions. Being dyslexic 
myself, on occasion I struggled explaining the cognitive model to Mr. C. in a way 
that he could understand. This led me to a jfiustrating feeling of being deskilled and 
disempowered, emotions that are frequently experienced by learning disabled 
individuals. In order to give Mr. C. a sense of empowerment (Lovett 1985) and 
hopefully relieve some of his anxieties, as well as mine, I engaged with him in 
determining the nature of his therapy. We agreed it would be helpful to divide our
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sessions into three distinct sections allowing him to take a break in between to 
refresh himself. This enabled us to maintain focus and consider one particular issue 
in each sub-session. I felt this approach to be a marked departure from my previous 
work in the psychodynamic model and in some ways felt that I may have been 
betraying what I had learnt before. As I reflect on this I have to realise that there are 
different ways of “doing therapy” and that a model which works with one client 
group is often unlikely to work with another. From this perspective although I felt it 
was important to remain aware of psychodynamic issues, I felt that a 
psychodynamic approach would have been inappropriate in my work with Mr. C.
One of the biggest struggles I had with the learning disabled client group was in 
developing a working therapeutic vocabulary (Bates 1992), both Mr. C. and another 
client Mr. B. were unable to read and had a very limited vocabulary and grammar. 
In Mr. B’s case this had led to fiustration in his communication with others and 
frequently resulted in violence and self-harm. One of the most difficult aspects of 
our work seemed to be finding a medium through which we could both 
communicate effectively and connect thoughts with feelings. Both these clients 
seemed to have great difficulty expressing themselves and the use of pictorial 
representations helped clarify matters.
Unfortunately in the New Year I began to experience some difficulties on the 
placement. Fm not sure exactly how these begun but I was beginning to find it 
difficult to progress with my client hours in that several of my clients failed to 
attend their sessions. This seemed to hinder my development and certainly dented 
my confidence. I was also beginning to realise how difficult it was for me to adapt 
to the cognitive model, which may be due to the difficulties I felt I might have had 
in adopting a more prescriptive approach with clients. At the same time I felt the 
support of the team waning. This seemed to coincide with a general deterioration in 
the atmosphere within the department and an increased emphasis on new NHS 
procedures, which appeared to occupy the majority of the clinical team’s time. I 
was beginning to feel lost and for these reasons felt a need to discontinue the 
placement in late February. It was a particularly difficult decision and probably one
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of the most taxing that I have had to make over the last 3 16 years. It was certainly 
a moment when I felt I needed to develop greater control of the situation and 
redirect my course. I worked towards planned endings with each of my clients and 
with the support of the course team was able to find a new placement in a forensic 
rehabilitation unit, which I started at the end of March.
My subsequent work was with mentally disordered offenders, which included 
clients with personality disorders and psychosis. The past 11 months have been 
interesting, enlightening and challenging. I have worked with a number of clients 
who presented with a variety of mental health problems. These include Mr. M. 
who was sectioned some 9 years ago for stabbing his brother. He had been 
diagnosed with paranoid schizophrenia and was suffering from some considerable 
anxiety surrounding unescorted leave and how he would manage his eventual 
discharge into the community. I was led to ponder whether this might have resulted 
from him having become “institutionalised”. This anxiety seemed mainly 
anticipatory in that prior to leaving the unit he would suffer panic attacks, which 
comprised a racing heartbeat, sweating, shaking and difficulty breathing. My initial 
engagement with Mr. M. focused on listening to his account of his difficulties and 
formulating with him a list of activities that he could use to offer distraction. 
Although Mr. M. was described intellectually as “dull normal”, I believe that my 
earlier work with learning disabled clients helped me engage with him. In our work 
we utilised a three-legged anxiety model focusing very much on his physical 
feelings and emotions, his underlying thoughts and behaviours. Mr. M. was able to 
link his feelings with his desire to avoid unescorted leave, and seemed to 
understand that if we were able to remove one or more of these legs his anxiety 
would begin to dissipate.
Over the last 11 months I have also engaged in some risk assessment work with sex 
offenders, which has involved the administration of a psychosexual interview and 
questionnaires designed to identify potential cognitive distortions they may possess. 
The placement has also given me the opportunity of being trained in the use of the 
Psychopathy Checklist Screening Version (PCL-SV) (Hare 1998) and the Historical
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Clinical Risk Assessment (HCR-20) (Webster, Douglas, Eaves & Hart 1997) which 
has I believe proved a valuable experience and something that I consider will be 
useful if I decide to work in a forensic setting in the future. I also worked with a 
client Mr. D who presented with a diagnosis of “severe and definite psychopathy”; 
the aim of treatment was to help him develop a mood management program within 
the cognitive behavioural paradigm. This proved challenging since Mr. D. found it 
difficult to take the sessions seriously and requested a reward of some form in 
return for his cooperation. As a result therapy was terminated after 3 sessions. 
Despite this outcome I believe the experience has taught me more about working 
with populations that may pose a particular challenge to my therapeutic skills in 
future.
The placement was particularly varied and I was also able to conduct some 
motivational interviewing with a Mr. T. which focused on the difficulties he had 
with cannabis and crack cocaine use. I have also been engaged in some 
assertiveness training with a client who was suffering from low self-esteem 
following a recent suicide attempt. At a wider level I have attended several Care 
programme approach meetings (CPA) and participated in the weekly management 
round, this has enabled me to think about how I may relate and communicate with a 
multidisciplinary team. An experience that I feel will be useful to me in future work 
within the NHS.
Perhaps one of my most interesting reflections this year were my initial thoughts 
and anxieties in working with a forensic client group. Prior to the commencement 
of this placement I hadn’t known what to expect, would I find the clients’ material 
too disturbing or would I in some way appear too judgemental? I was also 
encouraged to reflect on my role as an integrative practitioner, would I be able to 
apply a person centred framework with individuals who had committed violent 
crimes? I am aware that some theorists state that practitioners who may otherwise 
be quite empathie encounter particular difficulties working with offender 
populations. This may be most salient in the respect of sex offenders in which some 
may feel either anger or contempt towards their client (Marshall, Anderson &
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Fernandez 1999). In retrospect I feeli have been able to find a balance and provide 
empathy when needed. I have always tried to be aware of the client’s underlying 
mental illness and offer them the respect they deserve as an individual; something 
that I feel is central to the heart of Counselling psychology.
I feel that today I am beginning to work with a much wider range of clients and 
presenting difficulties. I believe the change in placement has provided me with an 
opportunity to expand my experience and I hope this will form a good foundation 
for my future work as a Counselling Psychologist.
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Conclusion
With this paper I have tried to present the reader with an insight into how I relate to 
my therapeutic work and research whether it be in a humanistic, psychodynamic, 
cognitive behavioural or more integrationist framework. I have used material 
illustrating my work within each model and with a selection of the clients that I 
have had the privilege of working with over the last three and a half years. I hope 
that I have been able to portray their stories accurately.
I feel at this stage that one of my greatest challenges will be in developing this 
integration in the years to come and apply it effectively to the benefit of my clients. 
In some ways I have been a little puzzled by the title of this assignment in that it is 
called a “final clinical paper”. I believe that this represents the beginning of my 
professional journey and am reflecting on the concept of ongoing lifelong 
development. From this perspective I feel I could possibly more appropriately call 
it my “First Clinical Paper”!
75
Therapeutic Practice Dossier
References
Bates, R. (1992) Psychotherapy with People with Learning Difficulties. M 
Psychotherapy and Mental Handicap. Eds. A. Waitman & S Conbv-Hill. London : 
Sage.
Beck, A.T. & Freeman, A. (1990) Cognitive Therapy of Personality Disorders.
New York: Guilford Press.
Bergin , A.E. & Lambert, M.J. (1978) The evaluation of therapeutic outcomes. In 
S.L. Garfield and A.E. Bergin (Eds) .Handbook of Psychotherapy and behaviour 
change. 139 -  189. New York: Wiley.
Bion, W. (1967) Second Thoughts. London : Kamac Books.
Bowlby, J. (1969) Attachment. Vol. 1 of Attachment and Loss. London: Hogarth 
Press.
Bowlby, J. (1973) Separation: Anxiety & Anger. Vol. 2 of Attachment and Loss. 
London: Hogarth Press.
Bums, D.D. & Auerbach, A. (1994) Therapeutic Empathy in Cognitive- 
Behavioural Therapy: Does it Really Make a Difference? In. eds. Paul. M. 
Salkovskis. Frontiers of Cognitive Therapy. London : Guildford Press.
Coen, S.J. (1996) Love Between Therapist and Patient: A Review. Journal of 
Psychotherapy. Vol.50.1.
Clarkson, P. (1990) A Multiplicity of Psychotherapeutic Relationships. British 
Journal of Psychotherapy, 2 (7) 148-163.
Clarkson, P. (1995) The Therapeutic Relationship. London: Whurr Publishers
76
Therapeutic Practice Dossier
Conrad, P. (1987) The Experience of illness: Recent and New Directions. Research 
in the Sociology of Healthcare Sociology. 6, 1 -3 1 .
Department of Health (2004) Organising and Delivering Psychological Therapies.
Dunn, J. ( 1995) Intersubjectivity in Psychoanalysis : a critical review. International 
Journal of Psvchoanalvsis . 76. 723 -  738.
Emerson, E. & Hatton, C. (1998) Clinical Psvchologv and People with Intellectual 
Disabilities. Chichester: John Wiley & Sons.
Freud, S. (1905) Introductory Lectures on Psvchoanalvsis. Penguin: London.
Freud, S. (1915) Instincts and their Viicissitudes. Standard Edition, 14: 111 -  140. 
London: Hogarth Press 1957.
Freud, S. (1915) Observation on Transference Love. Standard Edition 14.
Gabbard, G., Horowitz, L., Allen, J., Frieswyk, S., Newsome, J . , Colson, D. & 
Coyne, L. (1994a) Transference Interpretation in the Psychotherapy of Borderline 
Patients: a high risk high gain phenomenon. Harvard Review of Psychiatry. 2, 59 -  
69.
Greenberg, L. S., Rice, L. N., & Elliott, R. (1993). Facilitating Emotional Change: 
The Moment-bv-Moment Process. New York: Guilford Press.
Greenson, R.R. (1965) The working alliance and the transference neurosis. 
Psvchoanalvsis Ouaterlv. 34,155 -  181.
Greenson, R.R. (1967) The technique and Practice of Psvchoanalvsis. Vol. 1. New 
York: International Universities Press.
77
Therapeutic Practice Dossier
Hare, R. D. (1991). The Hare Psychopathy Checklist-Revised. Toronto, Ontario: 
Multi-Health Systems.
Hare, R. D. (1993). Without Conscience: The disturbing world of psychopaths 
among us. New York: Pocket Books.
Hart, S.D., Cox, D.N., & Hare, R. D. (1995). The Hare Psychopathy Checklist: 
Screening Version. Toronto, Ontario: Multi-Health Systems.
Haug, R. & McCaffrey, T. (!998) The Tavistock Tradition. Unpublished.
Hinshelwood, R. (1995) Psychodynamic formulation in assessment for 
psychotherapy. In C. Mace (Ed.) The Art and Science of Assessment in 
Psychotherapy. London: Routledge.
Hirsch, I. & Kessel, P. (1988) Reflections on Mature Love and 
Countertransference. Free Assosciations. 12.
Horvath, A. O., & Greenberg, L. S. (1989). Development and validation of the 
Working Alliance Inventory. Journal of Counseling Psvchologv. 36, 223-233.
Horvath, A.O. & Luborsky, L. (1993) The Role of the Therapeutic Alliance in 
Psychotherapy. Journal of Consulting and Clinical Psvchologv. Vol. 61. No. 4, 561 
-573.
Howard, E. (1995) The Erotic Transference: Some Technical and 
Countertransferential Difficulties. American Journal of Psychotherapy. Vol. 49, 4.
Kabzems, V. (1985) The use of self report measures with mentally retarded 
individuals. Mental Retardation and Learning Disability Bulletin. 13,106-114.
78
Therapeutic Practice Dossier
Kitto, J. (1998) The Working Alliance is it Necessary. British Journal of 
Psychotherapy. 15.1.43 -5 3 .
Lees, J. (2004) Eclecticism and Integration. Counselling and Psychotherapy 
Journal. Vol. 15. 6,25 -  27.
Linehan, M. M. (1993) Cognitive-Behavioral Treatment of Borderline Personality 
Disorder. New York: Guilford Press.
Lemma. A. (2003) Introduction to the Practice of Psychoanalytic Psychotherapy. 
Chichester: Wiley & Sons.
Lovett, H. (1985) Cognitive Counselling and persons with special needs. New 
York: Praeger.
Lowe, K. (1992) Consumer-based service -  what consumers think. Journal of 
mental subnormalitv. 38, 6 -  14.b
Luborsky, L., Crits-Christoph, P., McLellan, A.T., Woody, G., Piper, W.,
Liberman, B., Imber, S., & Pikonis, P. (1986) Do Therapists vary much in their 
success? Findings from Four outcome studies. American Journal of 
Orthopsychiatry. 56, 501 -  512.
Luborsky, L., Crits-Christoph, P., Alexander, L., Margolis, M. & Cohen, M. (1983) 
Two Helping alliance methods for predicting outcomes of psychotherapy. A 
counting signs versus a global rating method. Journal of Nervous and Mental 
Disorders. 171.480 -  492.
Mann, D. (1994) The Psychotherapists Erotic Subjectivity. British Journal of 
Psychotherapy. 10 (3). 344 -354.
79
Therapeutic Practice Dossier
Marshall, W.L., Anderson, D. & Fernandez, Y. (1999) Cognitive Behavioural 
Treatment of Sex Offenders. Chichester: John Wiley & Sons.
Nezu,C., Nezu, A.M., Rothenberg, J.L., Dellicarpini, L., & Groag,!. (1995) 
Depression in Adults with Mild Mental Retardation: are Cognitive Variables 
Involved? Cognitive Tharapv and Research. 19, 227 -  229.
Oakley, C. Erotic Transference and Countertransference. International Journal of 
Psvchotherapv. Vol. 5,1.
O’Malley, S.S., Suh, C.S. & Strupp, H.H. (1983) The Vanderbilt psychotherapy 
process scale: A report on the scale development and a process outcome study. 
Journal of Consulting and Clinical Psvchologv . 51, 581 -586.
Person. E.S. (2003) How to Work through Erotic Transference. Psychiatric Times. 
7 ,2 9 -3 1 .
Rogers, C. (1951) Client Centred Therapy. Houghton Mifflin Company.
Rogers, C. (1957) The necessary and sufficient conditions of therapeutic 
personality change. Journal of Consulting Psvchologv 21: 95-103.
Rogers, C.R. (1961) On Becoming a Person: A Therapists View of Psvchotherapv. 
London: Constable.
Rogers, C.R. (1976) Entwicklung der personlichkeit. (Development of the 
Personality! Stuggart: Klett.
Safran, J. D. (1984) Assessing the Cognitive-Interpersonal Cycle. New York : 
Plenum Publishing Corporation.
80
Therapeutic Practice Dossier
Safran, J.D. (1990) Towards A Refinement of Cognitive Therapy in Light of 
Interpersonal Theory I Theory. Clinical Psvchologv Review. Vol. 10, 87 -  105.
Safran, J.D. (1990) Towards A Refinement of Cognitive Therapy in Light of 
Interpersonal Theory II Theory. Clinical Psvchologv Review. Vol. 10,107 -121.
Saul, L.J. (1962) “The Erotic Transference”. Psvchoanalvtic Ouaterlv. 31. 5 4 -61 .
Searles, H. (1959) Oedipal Love in the Countertransference: Collected Papers on 
Schizophrenia and Related Subjects. London: Hogarth Press.
Sevin, J.A. & Matson, J.L. (1994) An overview of Psychopathology. In D. C. 
Stohmer & M.T. Prout (eds). Counselling and Psvchotherapv with persons with 
mental retardation and borderline intelligence. Brandon, VT: Clinical Psychology 
Publishing.
Sigelman, C.K., Budd, E.C., Winer, J.L. Schoenrock, C.J., & Martin, P.W. (1982) 
Evaluating alternative techniques of questioning mentally retarded persons. 
American Journal of Mental Deficiencv. 86, 511 -  518.
Smith, J.A. (1996) Beyond the Divide Between Cognition and Discourse:Using 
Interpretative Phenomenological Analysis in Health Psychology. Psychology and 
Health. 11.261-271.
Smith, J.A., Flowers, P. & Osborn, M. (1997) Interpretative phenomenological 
analysis & health psychology In L. Yardley (ed) Material Discourses and Health. 
London: Routledge (pp68-91).
Smith, J.A. (1999) Identity development during the transition to motherhood: an 
interpretative phenomenological analysis. Journal of Reproductive and Infant 
Psvchologv. 17.281-300.
81
Therapeutic Practice Dossier
Smith, J.A. (1999) Interpretative phenomenological analysis conference. Health 
Psvchologv Update. 38, 28-29.
Smith JA, Dunworth F. (2003). Qualitative methods in the study of development.
In: K. Connolly & J. Valsiner (Eds.) The Handbook of Developmental Psvchologv. 
London: Sage.
Smith, JA and Osborn, M (2003) Interpretative phenomenological analysis. In JA 
Smith (ed) Qualitative Psychology: A Practical Guide to Methods. London: Sage.
Stenfert Kroese, B., Cushway, D. & Hubbard, C. (1998) The conceptualisation of 
dreams by adults with learning disabilities. Journal of Applied Research in 
Intellectual Disabilities. 11. 146-155
Stenfert Kroese, B. (1998) Cognitive Behavioural Therapy for People with 
Learning Disabilities. Behavioural and Cognitive Psvchotherapv. 26,315 -  322.
Stem, D. (1985) The Intemersonal World of the Infant. New York: Basic Books.
Stem, D. (2000) The Relevance of Empirical Infant Research to Psychoanalytic 
Theory and Practice. In J. Sandler, A. Sandler & R. Davis (Eds.) Clinical and 
Observational Psvchoanalvtic Research: Roots of a Controversy. London: Kamac 
Books.
Stirzaker, A. (2000) “The Taboo which Silences” Is Erotic Transference a Help or 
a Hindrance in the Counselling Relationship? Psvchodvnamic Counselling. 6, 2, 
197-213.
Wallach, H. (2002) A Four Dimensional, Integrative, Categorial Model of 
Psychotherapy. Counselling Psvchologv Ouaterlv. Vol. 15, 1 35 -  47.
82
Therapeutic Practice Dossier
Webster, C.D., Douglas, K.S., Eaves, D. & Hart, S.D. (1997) HCR-20: Assessing 
Risk for Violence. Psychological Assessment Resources: Lutz, FI.
Winnicott, D. (1958) Collected Papers: Through paediatrics to Psvchoanalvsis. 
London: Kamac Books.
Winnicott, D. (1960) The theory of the parent-infant relationship. In: In The 
Maturational Processesand the facilitating environment. New York: Intemational 
Universities Press, 1965 p. 37 -  55.
Winnicott, D. (1962) The aims of psychoanalytical treatment. In The Maturational 
Processesand the facilitating environment. London: Kamac Books.
Winnicott, D. (1966) The Ordinarv Devoted Mother. Presented to the nursing 
school association of Great Britain and Northem Ireland, London Branch.
Winnicott, D. (1971) Plaving and Reality. London: Kamac Books.
Wren, C.W. (2004) Hanging bv a Twig. Understanding and Counselling Adults 
with Learning Disabilities and ADD. New York: W.W. Norton Books.
83
Research Dossier
Research Dossier.
84
Research Dossier
Research Dossier
This research dossier contains a literature review exploring the concept of late- 
onset alcoholism and the effects of group therapy on an older population. It also 
contains a qualitative report exploring Counselling Psychologists and 
Psychotherapist’s perceptions and experience of interpersonal learning in training 
groups. During the course of my training this in turn led on to a quantitative 
study focusing on the concept of family re-enactment in Counselling 
Psychologists’ and Psychotherapists’ training groups.
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An Exploration of Identity Transition in Older People with Late-Onset 
Alcohol Problems Engaged in Age-Specific Group Therapy. 
Introduction
This literature review focuses on identity transition in older individuals engaging 
in group therapy for late-onset alcohol problems (Glatt, Rosin & Jauhar 1978); 
“older individuals” are those defined as 60-years of age or over. Description of 
the transition process is informed by Identity Process Theory (IPT) (Breakwell 
1986,1996) and seeks to focus on the dynamics of change from an interpersonal, 
intragroup and intergroup perspective. Although contemporary research has 
explored the concept of late onset alcoholism in relation to aetiology and 
implications for therapeutic intervention, there is a paucity of literature 
chronicling the processes that constitute identity transition in therapy. 
Consideration will be given to aetiology of late-onset alcoholism, its relationship 
to predominant life-events and existing research. The value of age specific group 
therapy will be considered in terms of the benefits it offers in facilitating 
integration of new roles and values into both content and value dimensions of 
identity.
Alcoholism in the elderly represents a significant public health problem 
(Atkinson & Kofoed 1982; Brody 1982), which is likely to increase 
proportionately as the population ages. Older individuals experience some unique 
problems associated with alcohol use, which may include increased vulnerability 
to its effects and potential negative interactions with prescribed medications 
(Ganikos 1988). Until recently, research largely omitted to address identity 
issues and the consequences of alcohol use in terms of medical implications, 
psychiatric comorbidity and treatment in older populations. Existing knowledge 
concerning the interaction of these variables has been largely inferred from 
studies of younger populations that decline to acknowledge the unique role of 
neurocognitive changes and elder specific psychosocial stressors (Liberto, Oslin 
& Ruskin 1992). Within this context, several researchers have argued that older 
people with alcohol problems require alternative treatment approaches to those 
used with younger generations (Rosin & Glatt 1971; Zimberg 1974; 1978). 
Atkinson and Kofoed (1982) advocate that socialisation in age specific peer 
groups represents an “effective” and “inexpensive” framework for older
individuals who have generally been found to be highly responsive in this setting.
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Alcohol-use among older adults is argued to have greater deleterious 
consequences for general physical health than in younger populations (Morse 
1988). Despite these implications, limited emphasis has been placed on 
characterisation of the older alcohol user in terms of the understanding of unique 
social and developmental contexts and their inferences for development of 
effective treatment programmes. In conjunction some researchers advocate that 
there is a lack of clear definition surrounding what constitutes alcoholism in the 
older population (Liberto, Oslin & Ruskin 1992), which seemingly comprises a 
qualitatively different phenomenon to the experiences of younger age groups. 
Existing data seems to focus too readily on quantity and frequency of ingestion 
within a given time period (Barnes 1979; Cahalan & Cisin 1968; Goodwin, 
Sanchez & Thomas 1987; Knupfer, Fink & Clark 1963; Knupfer & Room 1964; 
Molgaard & Nakamura 1990; Schoenbom & Cohen 1986; Weschler, Dermone & 
Gottlieb 1978). This approach provides limited indication of how consumption is 
affecting individuals dynamically, socially or physiologically. Traditionally 
many of the psychometric instruments used to measure alcohol use rely on young 
men as reference groups (Michigan Alcohol Screening Test, Selzer (1971); 
CAGE Ewing (1984)) and it is unlikely that these can be generalised within the 
social and physical context of the older individual. Lack of clarity surrounding 
the definition of alcoholism in the elderly has made it increasingly difficult to 
measure the outcome of therapeutic intervention. More appropriate 
measurements may revolve around quantifying outcome in terms of improvement 
in psychosocial function as opposed to assessing quantity and frequency of 
alcohol consumption.
Existing research places heavy emphasis on self-report in obtaining information
concerning quantity and frequency of alcohol use (Liberto, Oslin & Ruskin
1992). Due to the significance of “denial” in the pathology of alcoholism and the
inherent fear of negative social-evaluation that individuals may experience it is
unlikely that self report will yield accurate estimates of true consumption
(Liberto, Oslin & Ruskin 1992). Future research may therefore be aided by
utilising collateral reports to enhance reliability. Third party reports may also
help to counteract age specific characteristics including that of deteriorating
memory resulting in unreliable data (Graham 1986). Equally, increased emphasis
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on the measurement of social variables constituting the intricacies of living may 
serve to uncover the complexities of alcohol use in the older population.
The inconsistencies in existing research are highlighted by Liberto et al (1992) in 
an extensive literature review based on cross sectional random community 
samples. Previous research identifies between 3% and 9 % of the older 
population as heavy alcohol users; it reports quantity and frequency of use but 
fails to provide clinical information relating to abuse and dependence. Liberto et 
al (1992) argue that this disparity is largely accounted for in terms of varying 
levels of stringency applied by each study in accounting for definition of heavy 
alcohol use. Application of more stringent criteria leads to a smaller proportion 
of the older population being identified as alcoholic. Myers, Weissman & 
Tischler (1984) adopted stricter stringency levels utilising the Diagnostic and 
Statistical Manual of Mental Disorders-III R (American Psychiatric Association 
1987) to determine prevalence of a psychiatric diagnosis. Research revealed one- 
month and one-year prevalence rates of alcohol abuse and dependence to be 
1.9% and 3.1% for elderly males and 0.4% and 0.46% for elderly females, 
significantly lower than those within wider cross-sectional studies. The reason 
for this divergence stems Jfrom the more rigorous definition distinguishing the 
broader concept of “heavy drinking” with that of alcoholism which constitutes 
the tolerance, withdrawal and compulsive behaviour related to alcohol use (APA 
1987). Despite this stricter definition the approach declines to acknowledge the 
qualitative aspects and impact of alcoholism, which may be more readily 
accounted for within a social psychological firamework.
It has become evident in recent years that older problem drinkers are far less 
likely to enter treatment, since existing facilities largely cater for younger 
populations (Schonfeld & Dupree 1990). This approach tends to alienate older 
individuals who may be reluctant to express emotions, beliefs and attitudes with 
others who share little in terms of life experience. The qualitatively unique social 
implications of later life which include bereavement, retirement and deterioration 
in health mark a significant decrease in a person’s contact with “social control 
agents” (Cohen 1985; Krause 1986). Increased isolation prevents individuals 
firom accessing treatment facilities and may play a role in rendering the older
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person unavailable to social evaluation and subsequent feedback concerning 
alcohol use.
There is currently an absence of empirical research delineating the effectiveness 
of therapy in the older population. This is manifested in the relative paucity of 
outcome studies providing direct comparison between effectiveness of alcohol 
treatment programs in younger and older populations (Kofoed, Toison, Atkinson, 
Toth & Turner 1987). This may be a consequence of the relatively small 
population of older alcohol users receiving treatment due to isolation, fear of 
stigmatisation resulting from engagement in therapeutic programmes and denial. 
It may also emanate from age related differences in the perceived effectiveness of 
treatment and the tendency for the medical profession to attribute physical 
diagnoses to underlying psychological problems in the elderly (Kofoed, Toison, 
Atkinson, Toth & Turner 1987).
Given recent advances in medical science and the trend towards increased 
longevity, it would appear the needs of this population have been overlooked. 
Research identifying the cause of late-onset alcoholism remains inconclusive and 
empirical evidence relating to efficacy of age specific treatment equally sparse 
(Liberto, Oslin & Ruskin 1992). Late onset alcoholism represents a significant 
public health problem (Atkinson et al 1982, Brody 1982) impacting on 
individuals, families and society as a whole. Further research may facilitate 
development of effective therapeutic techniques and enable affected individuals 
to live their later years in greater fulfilment and stability.
Identity Process Theory
IPT conceptualises identity as a dynamic life-long process and social-product of
the interaction of individuals’ capacities of memory, consciousness and organised
construal (Breakwell 1986; 1996). In this way individuals are considered to be in
a constant state of change in relation to the social world they are immersed in.
IPT is organised around two structural dimensions, a content dimension
incorporating individual characteristics which comprise an individual’s
uniqueness and a value dimension attributing positive or negative value to these
constituents. Attribution of a negative value deflates self esteem and may be
instrumental in either exacerbating the individual’s alcohol problem or
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facilitating the recognition needed to move towards seeking therapy (May 2001). 
IPT is regulated by the processes of assimilation, accommodation and evaluation 
and guided by principles of continuity, distinctiveness self esteem and self 
efficacy- If  the processes of assimilation, accommodation and evaluation 
contravene these principles identity threat will be experienced (Breakwell 1986).
Strategies that enable individuals to cope with identity threat and maintain self­
esteem are organised within three interrelated domains. Intrapsychic comprising 
either deflective strategies such as denial (particularly salient in the context of 
alcohol problems) or acceptance strategies involving either partial or total 
incorporation of new aspects of identity. Acceptance strategies may include 
“fundamental change” in which the individual sacrifices entire aspects of identity 
and the roles, beliefs and attitudes that they constitute, this may emerge as a 
result of a major and critical precipitating event. Equally the individual may 
engage in a period of anticipatory preparation in which new aspects of identity 
are gradually incorporated over time. Interpersonal strategies rely on changing 
relationships with others in order to ameliorate threat they include isolation, 
negativism, passing and compliance all of which may be employed at various 
stages of transition. Isolation involves the minimisation of identity threat and risk 
of negative social evaluation through the reduction of contact with other people. 
In contrast negativism involves outright conflict with those challenging the 
identity structure, social consequences and social contacts are therefore 
confronted directly. Passing involves the removal of the individual from the 
threatening situation by engagement in a psychological mobility, which enables 
the individual to fit more comfortably into the social world. Compliance may be 
employed if these strategies fail and may represent a willingness to conform to 
the demands of the wider social world thereby ameliorating identity threat. 
Intergroup strategies which may include perceptions of the therapy group’s 
relationship to the wider social world may enable maintenance of self esteem 
fostered through the camaraderie of shared experience. These will be considered 
in terms of their application to late onset alcoholism and transition experienced in 
group-therapy.
Changes occurring in later life often require radical readjustment across a
multitude of domains. Relinquishments in identity content brought about by loss,
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bereavement and changing relationships may all jeopardise the older person’s 
sense of identity and their position within the social network. Readjustment may 
prove such an overwhelming and all consuming task that the older person is 
rendered helpless, alcohol use may therefore serve to shield individuals from an 
often painful reality. Negotiation of the identity process involves the envisaging 
of possible prospective identities and assimilation of new roles and beliefs within 
the therapeutic context; this may be achieved by reflecting on the behaviour and 
presentation of others in groups. Individuals may choose to accommodate aspects 
of identity that enhance self esteem and provide them with a new found sense of 
distinctiveness and continuity. The conceptualisation of alcohol use as an 
adequate coping strategy needs to be relinquished and the development of self 
esteem and self efficacy within the group may facilitate the accommodation of 
new techniques.
Within the therapeutic context IPT appears to possess some advantages over 
alternative theories such as Social Identity Theory (SIT) (Tajfel & Turner 1979). 
SIT advocates that self-image is comprised of two components a personal- 
identity and many social-identities, constituting all the groups to which an 
individual belongs (Brown 1986). The fundamental claim of SIT is that 
assignation to a group automatically motivates people to achieve and maintain 
positive self-image; group membership is therefore incorporated into personal 
identity and plays an important role in group-identification (Abrams & Hogg 
1990). It accounts for substitution of individual self-interest and increased 
salience of collective gain by reduction of social distance and distinction between 
members (Brewer 1979; 1981). Consequently, SIT is able to acknowledge the 
mechanics behind both facilitation of trust and co-operation within the group and 
the intra-group dynamics that may compromise the therapeutic process. SIT may 
also explain the individual’s increased willingness and confidence in expression 
of personal emotion and the enhancement of self esteem that constitutes an 
important component of group therapy. However, despite these abilities it 
remains partially impotent in terms of accounting for the impact of ongoing 
dynamic processes within the individual, the group and the wider social-world.
SIT has often been conceptualised as a physical entity (Hofinan 1983) mapped
within two-dhnensions, it provides little acknowledgement of psychological
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processes occurring within a temporal framework (Breakwell 1986). Although 
SIT is able to account for the stigmatisation and social evaluation that the older 
alcohol-user may encounter, it remains difficult to reconcile how personal- 
identity may be considered from any perspective other than social history and 
context (Hollis 1977). IPT offers an opportunity to account for idiosyncratic and 
unique aspects of the individual as opposed to the mere crystallisation of a set of 
roles that could be generalised to the wider population (Hollis 1977). It provides 
a multidimensional frame of reference facilitating a richer understanding; this is 
of particular value in exploration of the older person’s experience of group 
therapy. The underlying philosophy of therapy centres on individuals’ innate 
ability to change, it therefore seems appropriate to consider identity transition 
facilitated within the therapeutic environment through a fluid and dynamic 
framework.
To develop increasingly effective therapy, it is necessary to conceptualise the 
identity of older alcohol users in terms of their exposure to a range of social, 
developmental and demographic processes. Identity in later life is influenced by 
unique temporal components largely absent in earlier life stages; the nature of 
these processes plays an important role in exploration of identity transition. In 
this vein, later life may be characterised by a host of potentially threatening 
events including retirement, bereavement and deteriorating health. These 
occurrences often constitute loss or reduction in salient aspects of identity 
content and more readily account for transitory disorders invoked by 
psychosocial stressors and difficulties in adjustment and development (Rosin & 
Glatt 1971; Aldwin, Levinson, Spiro & Bosse 1989). Given the inherent fluidity 
of adult development and its particular salience in later life, a dynamic social 
psychological approach emphasising the processes of assimilation, 
accommodation and restructuring of identity would appear to be appropriate in 
accounting for identity transition at a potentially traumatic time.
Older alcohol-users are often subject to considerable stigmatisation and social-
evaluation. A framework acknowledging the role of the external social world and
interaction with the individual’s capacity of memory, consciousness and
organised construal (Breakwell 1986) is therefore required. The
acknowledgement of process makes it possible to explore conflicts between
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accommodation, assimilation and evaluation leading to identity threat in the 
therapeutic environment. This facilitates greater insight into the intricacies of 
identity transition and ’what constitutes effective therapy in the older population.
The Conceptualisation of Late-onset Alcohol Disorders
Existing literature and public discourse argue that events associated with ageing 
and the corresponding impact of psychosocial stress may lead individuals to 
increase alcohol use as a reactive coping strategy (Dupree, Broskowski, & 
Schonfeld 1984).
Dupree et al (1984) state.
Later life onset abuser’s reasons for drinking are hypothesised to be more in 
response to fairly recent age-related events rather than a reflection o f  long-term, 
well-defined psychological problems, {p.510).
Alcohol use in response to stress is one of the most widely held and influential 
views within the field of alcohol studies (Nathan 1980). However, empirical 
investigations remain limited since they are unable to account for cumulative and 
interactive effects of alcohol use and life events over time; it therefore remains 
difficult to determine direction of causality (Gorman 1986).
Considerable debate surrounds the concept of late-onset alcoholism; some 
researchers remain sceptical about its existence (Drew 1968) arguing that risk of 
aetiology terminates in middle age. This is partially substantiated by the 
Diagnostic and Statistical Manual of Mental Disorders-IV (American Psychiatric 
Association 1994), which states that alcohol disorders rarely originate post 45- 
years of age. In contrast other researchers report that almost half the cases of 
alcoholism emerge after the age of 45, 41% of these after 60 (Finlayson. Hurt, 
Davis 1988; Atkinson et al 1990). In this vein, Schuckit and Pastor (1978) argue 
that some adults enter life-stages with a predisposition to alcohol-abuse which 
will be operationalised depending on levels of stress experienced. Liberto et al 
(1992) cite prevalence rates in the general population ranging from 2.2% to 
9.6%, late onset alcoholism therefore represents a relatively common 
phenomenon in the elderly.
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Brennan and Moos (1990) examined the inter-relationship between life-stressors 
and social-resources in late life problem drinkers. This can be conceptualised in 
terms of bereavement where loss not only represents a negative event in its own 
right but is compounded by reduction in availability and size of the social support 
network. In this context, distinction can be drawn between acute life events 
which often attract help and chronic ongoing stressors which may overburden 
potential sources of support. Older problem drinkers are likely to place a heavier 
burden on social resources leading to stigmatisation, withdrawal of help and 
potential isolation.
In conjunction with the reactive approach, some research argues that alcoholism 
represents a discursive device in which older mdividual's account for and explain 
their vulnerability, loss of volition and independence induced by stressful life 
events (Davies 1992; 1997). Eiser (1985) argues that alcoholism symbolises an 
expression of attributions legitimising socially deviant behaviour, implications of 
this position suggest it enables reinstatement of personal volition and agency. 
The alcohol user is able to modify and control behaviour according to 
circumstances thereby shielding him or herself from loss of self esteem and 
efficacy.
Until now information concerning severity, aetiology and variation in chronicity 
remains sparse, furthermore the effectiveness of treatment associated with late- 
onset remains illusory (Atkinson, Toison & Turner 1990). It is generally agreed 
that individuals experiencing late life onset do so in response to psychosocial 
stressors such as isolation and grief (Greca, Akers & Dwyer 1988; Rosin & Glatt 
1971; Schonfeld 1990). These stressors are believed to be related to variables 
invoked by ageing, including bereavement and retirement and may be considered 
within the context of Erikson’s life stage theory (1959). They are particularly 
salient when levels of social support are limited (Welte & Mirand 1993) and 
from this perspective alcohol may be used in isolation to counteract depression, 
this has implications in terms of social-pressure and normative beliefs within the 
social environment (Mikhail 1981).
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Early onset and late onset alcoholism are characterised by fundamental 
differences in those presenting for treatment. Early onset individuals often 
commence excessive alcohol intake in early adulthood. Alcohol use is continued 
into older-age and is characterised by weaker ties to family and employment, it is 
marked by more frequent intoxication and increased prevalence of physical 
withdrawal symptoms. These are compounded by more severe emotional 
problems resulting in increased likelihood of withdrawal from treatment 
(Atkinson, Toison & Turner 1990). Late onset individuals tend to be more 
socialised, less deviant and in possession of less pathology (Dupree et al 1984) 
and therefore more amenable to change. Equally late onset appears to be less 
influenced by familial and genetic variables leading to a milder and less severe 
course, Atkinson, Toison & Turner (1990) report a family history of 86% in 
early-onset cases as opposed to 41% in late onset individuals.
Increased psychological stability in late onset clients has implications for both 
the d e s i^  and effectiveness of therapeutic programs. Identity change may be 
facilitated by the significantly higher levels of social support generally available 
to late onset problem drinkers; this and presence of enhanced social skills has 
important implications when considering possible benefits offered by group 
therapy. Despite reduced severity of late onset alcoholism, Atkinson et al (1990) 
reveal that individuals giving collateral histories rate late onset individuals as 
possessing more severe alcohol problems than those with early onset aetiology. 
This represents an empirical paradox and, from an IPT perspective, may be 
interpreted within the evaluative framework of the individual’s social context. 
Late-onset individuals may demonstrate marked increase in alcohol consumption 
leading to negative evaluation from others and fracturing of interpersonal 
relationships. In contrast early onset individuals are more likely to associate with 
those engaging in similar behaviour in order to maintain a sense of self esteem. 
They remain less negatively distinct within their peer-group thereby protecting 
themselves from stigmatisation.
Recent research has focused on removing the image of alcoholism as an act of
social deviance to one that is embedded in the wider social, political and
economic context (Waldorf et al 1991), late onset alcoholism may therefore be
more readily conceptualised as a response to the social environment. Events
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encountered by the older person represent potentially powerful threats to identity 
and will need to be addressed within an appropriate therapeutic environment. 
Interpretation of these threats will be made through the visor of coping resources 
that individuals possess and have built up over their lifetime (Vinokur & Selzer 
1975). Since late onset alcoholism is likely to be a response to specific age 
related life circumstances (Welte & Mirand 1993) treatment may often constitute 
a fundamentally different experience to that of early onset populations.
Late onset and Age-specific Therapy.
Several researchers stress the value of age specific approaches to treatment 
(Kofoed, Toison, Atkinson, Toth & Turner 1987; Rosin & Glatt 1971; Zimberg 
1974; 1978) however to date little empirical evidence is provided to support their 
efficacy. This is largely a consequence of the erroneous approach in which 
researchers have frequently asked whether older alcoholics do as well as younger 
patients in therapeutic settings (Kofoed et al 1987). The more appropriate 
question is whether older alcoholics in age specific treatment do better than 
similar individuals in mixed aged groups.
In an investigation comparing an elder-specific approach with a traditional 
“mainstreaming” method, Kofoed et al (1987) report increased compliance and 
reduced attrition in age specific peer groups, favouring the matching of treatment 
to subtypes or special populations of alcoholic patients. Age specific treatment 
resulted in 59% of individuals completing a one-year therapeutic program as 
opposed to 17% in a mixed age control group. Differences were also noted in 
treatment of relapse, 77% of known relapses were treated “successfully” in the 
age-specific condition as opposed to 25% in the mixed-age group, equally on 
completion of the I-year program 10% of the experimental group were knovm to 
be drinking as opposed to 75% of the control group. An approach advocating 
socialisation in peer-groups may therefore be an effective and economical 
method of treatment in which individuals undergoing similar experience provide 
support to each other, which would be conversant with Yalom’s (1968) curative 
factor of “Universality”. Older individuals’ psychological status often leads them 
to being more conducive to sociotherapeutic intervention. They are frequently 
more compliant and remain in treatment longer than younger individuals 
(Atkinson et al 1985).
97
Research Dossier
Recognition and Movement Towards Therapy
It is widely acknowledged that alcohol-abuse can wreak havoc within an 
individual’s personal, productive and interrelational life (Bradley 2001). The 
older individual may be exposed to a range of temporal stressors impacting on 
identity. These may include a lack of hope and pessimism surrounding a possibly 
limited future; relinquishment of roles and responsibilities previously 
constituting identity may provide little incentive to engage in the therapeutic 
process. In the same way that alcohol use is influenced by the social-context, the 
process of cessation may be understood within the same iframework (Zimberg 
1986). Most people with alcohol problems are internally unmotivated for therapy. 
They may only participate when threatened with significant loss or realisation 
that potential costs of alcohol use outweigh benefits (Grotjahn, Kline & 
Friedmann 1983) this could potentially be considered within the therapeutic 
framework of a motivational interviewing approach in which clients are helped to 
move towards change (Rollnick & Miller 1991). It is often a powerful and critical 
incident that provides individuals with insight and recognition needed to make 
the deliberate cognitive effort to change (Fingfeld 1998). Without this 
commitment movement towards a new restructured identity will be hindered, this 
may be a gradual process in which individuals indulge in intermittent periods of 
self appraisal leading to attempts to reduce intake or abstain from alcohol-use 
(Fingfeld 1998). Personal reflection often highlights areas of potential loss that 
may include material possessions, health or relationships. What individuals have 
to lose is dependent upon what they valued personally and although typically this 
may cover a multitude of domains, only one is usually cited as the prime 
motivator for change.
Social-exclusion and stigmatisation carry particularly negative connotations 
manifesting in isolation, reduced self esteem and efficacy at a time when social- 
support is most needed. Atypical age-specific behaviour fosters stigmatisation 
arising from violation of social-norms and beliefs, which are inevitably, linked 
with individuals internal perceptions; it is the social surroundings that are 
instrumental in influencing an individual’s behaviour and subjecting them to 
social-evaluation (Kearney & O’Sullivan 2002).
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An initial response to external stressors and identity threat may be to engage in 
the cognitive process of denial, thereby ameliorating negative social evaluation 
and reducing the salience of the problem. Use of denial in order to protect self 
esteem, self efficacy, positive distinctiveness and continuity is highly unlikely to 
result in either recognition or admission of an alcohol problem. Denial may be 
exacerbated by withdrawing from previously established social networks thereby 
reducing risk of negative social evaluation or re-engaging with others that do not 
so readily threaten the individuaTs identity.
Identity Transition in the Context of Group Therapy
Group therapy is a tool used widely in the treatment of alcoholism of which there 
are many different approaches and programmes. These include self-help, family, 
educational, insight, psychodrama and motivational groups (Monras & Gual 
2000).
When considering these approaches it is perhaps appropriate to acknowledge that 
self-help groups tend to médicalisé alcohol abuse thereby absolving personal 
responsibility (May 2001), the function of this is argued to alleviate guilt and 
foster self esteem. However, it may not always be an appropriate therapeutic 
framework for recovery, Peele (1989) argues against the effectiveness of self 
help groups suggesting that over emphasis on the concept of lifelong addiction 
leads to harmful consequences for individuals’ identity and relationship to the 
world around them. Incorporating the concept of “alcoholic” wholeheartedly into 
identity may represent permission for relapse and withdrawal from therapy.
Group therapy has particular implications for identity and its associated 
dynamics. An educational approach may awaken individuals to the negative 
effects of their behaviour and this discomfort may initiate movement towards 
change (Fingfeld 1998). In this context, realisation is the essential pre-cursor to 
engagement in therapy; traditionally this has often been overlooked with greater 
emphasis being placed on acceptance and incorporation of the term “alcoholic” 
into identity. It is perhaps important to acknowledge that realisation takes 
precedence and may occur through a process of self discovery within the peer- 
group.
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Group therapy aims to provide an environment in which clients can leam via 
modelling and develop new techniques for negotiating transition. Rosin & Glatt 
(1971) and Zimberg (1974; 1978) argue that peer group socialisation is 
particularly effective in older alcohol users who demonstrate increased 
compliance in comparison with younger populations. Problems experienced by 
older individuals with late onset alcohol problems are primarily social in nature 
as opposed to medical that would require detoxification and extensive medical- 
care (Zimberg 1978). Distinction between early and late onset alcoholism carries 
implications for group therapy in that both represent different treatment 
challenges (Fitzgerald & Mulford 1992). A comparison between early and late 
onset populations reports completion of a 1-year group treatment program of 
84% for late onset individuals as opposed to 50% for early onset (Atkinson, 
Toison & Turner 1990). Equally treatment attendance constituted 90% for late 
onset against 72.5% for early onset; it would therefore appear that late onset 
users engage more readily in the therapeutic process. The conceptualisation that 
late onset individuals have a more favourable treatment prognosis has important 
implications for therapeutic intervention and reported recovery rates.
Despite a general belief in the effectiveness of group therapy there is currently a 
lack of empirical evidence identifying the mechanisms of action and its 
comparative efficacy. IPT offers a framework in which these mechanisms may be 
understood more clearly. In some therapeutic environments group therapy forms 
the central tenet of treatment whereas in others it is often simply viewed as a 
means of keeping patients occupied (Monras & Gual 2000). It remains difficult 
to provide a direct comparison between group therapy and individual therapy 
(Solomon 1982), although studies have reported increased compliance rates and 
higher rates of abstinence in the former (Avila-Escribano, Perez-Madruga & 
Rodriguez-Treceno 1994). In addition individuals have been seen to improve on 
a number of variables related to living standards, transition from inpatient to 
outpatient and engagement in aftercare (Monras 2000).
The underlying mechanisms of group therapy remain mysterious although they
appear analogous to many aspects of the identity process including exposure to
group pressure, identification with peers and learning through interaction with
others. Breakwell (1986) argues that groups are a powerful means of remoulding
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beliefs due to the intense conformity pressures operating within them, this would 
appear to concur with the therapeutic factor approach adopted by Yalom, 
Tinklenberg and Gilula (1968). It is widely acknowledged that individuals 
experiencing threat, in this case exposure to stigmatisation and isolation may 
benefit from sharing their predicament with a sympathetic audience (Breakwell 
1986). In this way the group may be envisaged as an antidote to social isolation 
and shame experienced by the older alcohol user, which is often greater and more 
ingrained than in younger people. This stigma may emanate from educative and 
social processes in the older person’s development in which individuals were 
generally conditioned to feel ashamed of alcohol problems. Alcoholism was 
often conceptualised as moral weakness thereby fostering negative evaluation 
and denial. Group therapy enables individuals to develop positive identification 
with the group and provide an educative environment enabling activation of 
constructive coping skills.
A particularly salient issue in terms of the older individual is the group’s ability 
to provide a forum in which each member has a role and level of control in the 
process. Older mdividuals respond differently to younger age groups and may 
react adversely if challenged inappropriately. Consideration should be given to 
the variety of losses and stigma experienced by the older person and the damage 
this may have caused to the self-image. Therapy is therefore more readily 
characterised by reduced confrontation and the adoption of a slower pace 
(Dunlop, Skomey & Hamilton 1982). Increased sensitivity surrounding 
exploration of the older individual’s use of alcohol may hinder openness and 
honesty. It is therefore possible that questions concerning alcohol use may be less 
threatening to identity when incorporated in an overall evaluation of health and 
lifestyle behaviours as opposed to a specific evaluation of alcohol intake (Crum, 
Puddey, Gee & Fried 2002). This holistic approach provides greater insight into 
the dynamics of the individual’s drinking behaviour and implications for social 
functioning rather than a pure focus on quantity and frequency of use. The older 
individual may have experienced extensive periods of emotional and physical 
isolation, lack of hope and gradual acclimatisation to the condition over time may 
make it very difficult to envisage a different life and identity.
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The group design aims to counteract dogma, which may exist in the outside 
world and contribute to isolation and reduced self esteem. The group provides 
opportunity for shared experiences and learning from others it enables 
individuals to gain a sense of optimism by interacting with those at different 
stages of the therapeutic process thereby gaining realisation of future possibilities 
and potential identities. Narration of life histories within a group context may 
help provide explicit models through which to construct and analyse the past 
(Hanninen & Koski-Jannes 1999) facilitating greater control over alcohol use. 
Self-narratives structure the conception of the past by focusing on events that 
determined the life-course (Polkinghome 1988; Bruner 1990). Retelling of the 
narrative is particularly important during times of transition; it enables 
maintenance of continuity and creates a new vision for the future (Hanninen & 
Koski-Jannes 1999). Hanninen and Hoski-Jannes (1999) further emphasise that 
in the same way as there are different routes out of addictive behaviour there are 
also several ways in which to construe change. They stress the value of creating 
an account that fits their own experience in defeating addiction and how it may 
be beneficial to the group in terms of exploring prospective identities. Group 
therapy allows individuals to choose from a wide variety of narrative models 
presented to them and either reject, accept, alter or transform according to their 
desires. In terms of identity a narrative may be related to the person’s desires in 
therapy that may be achieved failed or renegotiated across time. It also has moral 
implications in terms of how individuals allocate responsibility, acceptance and 
blame, it may represent a gauge through which to measure identity transition and 
provide insight into aetiology. In conjunction with this approach Kofoed et al 
(1987) report that age specific groups result in more rapid evolution of 
socialisation and support. Clients develop a greater sense of group-identification 
possibly due to understanding of age specific life events and experience of living 
through the same historical context.
It is often argued that older people remain less malleable in terms of attitudes and
beliefs (Grotjahn 1977), therapy may therefore represent a substantial threat to
longstanding sense of continuity. This may result from the older person’s
difficulty in relating to younger treatment personnel and adverse responses to
confrontational techniques. It may also be indicative of increased effectiveness of
age-specific group therapy (Kofoed et al 1984) in which clients are able to
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discuss emotions with a sympathetic and empathie audience, enabling them to 
make alterations to the thresholds activating psychological defence mechanisms. 
Sharing emotion encourages greater open mindedness and flexibility, facilitating 
the cumulative benefits of therapy. In contrast to the conceptualisation of 
increased rigidity surrounding values and beliefs in the older person, Janik & 
Dunham (1983) argue that it is,
“more than compensated for by an often sincere desire to overcome alcohol 
problems and greater stability o f personality through which decisive change can 
be effected” (p.308).
Despite the reported increase in treatment compliance in older mdividuals, initial 
motivation to engage in therapy may remain limited. This may be partially 
attributable to individuals’ reluctance to engage in therapy due to potential 
stigma of belonging to what may be perceived as a disparate group. Membership 
may have a negative impact on self esteem and even if the individual is 
successful in altering drinking habits this will not necessarily counteract the often 
longstanding stigma attributed to alcoholism (Kairouz & Dube 2000). In 
addition it is generally acknowledged that older people are often uneducated 
concerning psychotherapy and remain reluctant in seeking professional help. 
Search for appropriate help and admission to therapy often only results fi’om a 
major external threat to the individual’s sense of identity, demanding radical 
adjustment to both content and value dimensions of identity. Alternatively 
tensions and discrepancies between individuals’ ideals and their reality may 
instigate despondency and a search for help.
Individuals frequently minimise or deny the extent of their alcohol-use, they may
blame others closest to them, resulting in mutual alienation and deteriorating
relationships. They may also denigrate their social environment attributing blame
to it as the source of their problems, this negativism may be partially conversant
with perceived rigidity of attitudes and beliefs (Breakwell 1986). In the long run
it may lead to increased alienation since others will be reluctant to interact or
help if they are aware of a potentially hostile response, this may result in
movement away firom therapy and increase in alcohol intake. Negativism enables
partial maintenance of continuity and self esteem, in that it allows the older
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alcohol-user to resist change that may be imposed by others. Self esteem may 
also be defended by construction of elaborate rationalisations and vigorous 
reaction to those passing judgement and offering ultimatums to cease or 
moderate alcohol use (Fox 1962).
If external demands to change behaviour become overwhelming individuals may 
engage in “self-negativism”. This is counterproductive in facilitating positive 
change since the individual directs emotion inwards by engaging in self­
damaging behaviour resulting in exacerbation of alcohol use. Holistically 
negativism espouses the indefatigable defence of identity causing “entrenchment 
of existing content and value dimensions” (Breakwell 1986 p i 15) and resistance 
to change.
Therapy in age specific peer groups has proved particularly effective in late-onset 
alcohol-users who remain in therapy longer and demonstrate significantly 
increased compliance compared with younger populations, early onset cases and 
mixed age groups (Atkinson, Turner, Kofoed & Toison 1985). Late onset 
individuals demonstrated weekly attendance rates of 89.1% compared with 81% 
in early onset counterparts. Furthermore attendance rates in a weekly age specific 
group for late-onset users were reported to be 81% iu contrast to 68% in the 
mixed age group (Kofoed, Toison, Atkinson, Toth & Turner 1987) The role of 
the therapist with older alcoholic clients is initially to act as a facilitator for 
communication enabling sharing of experience and reflection with others facing 
similar concerns at a comparable life stage. Breakwell (1986) argues that 
externalisation of personal emotions in a supportive environment facilitates the 
discovery that these feelings are “normal” and experienced by others, reducing 
stigma. This has particular relevance to the older alcohol user who may 
experience considerable guilt, self-blame and reduced efficacy, the simple 
acknowledgement that these are common experiences is often cathartic. Catharsis 
may serve to re-empower individuals enabling small but gradual changes in self 
image that form building blocks for identity change.
Group therapy offers individuals continued social engagement, it is often
advantageous to individual therapy in which the client may feel alone, inactive,
overly dependent and guilty (Jarvik 1975). Clients benefit firom group
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identification and exposure to a host of prevailing social forces, they may also 
behave and react more like themselves in group-settings where the spotlight 
switches between members during the course of interaction. The positioning of a 
client within a group provides immediate relief from the isolation they may have 
been experiencing in the outside world. The psychodynamics of group therapy 
enable discussion of sensitive issues and self disclosure that may remain hidden 
from the outside world and considered threatening within the context of 
individual therapy. It provides a cohesiveness and pressure to conform to re­
conceptualisations of the individual’s social position (Breakwell 1986).
Intervention
Group work may be highly effective across various stages in the treatment 
program including initial intervention. Interpersonal communication is used to 
challenge denial and assist clients in recognising and accepting existence of 
alcohol problems. It is a powerful tool in counteracting dysfunctional attitudes 
and beliefs and may revolve around the identification of the specific effects of 
alcohol-use, which have often become clouded by intoxication. In the older 
individual these may constitute unexplained injuries, poor physical health and 
prolonged seclusion. Clearer focus on the problems that alcohol is causing is 
more appropriate than an emphasis placed on quantity and frequency of 
consumption (Liberto, Oslin & Ruskin 1992).
Denial is often instrumental in preventing individuals from accepting treatment 
on offer. Confrontation by one individual is frequently insufficient in 
counteracting denial and promoting acceptance since the client often finds it easy 
to manipulate and rationalise presenting information, avoiding the facts presented 
(Dunlop, Skomey & Hamilton 1982). Acceptance and self reflection is facilitated 
within a blame free environment in order to foster trust and reduce potential 
resistance and defence. Angiy approaches are avoided since these hinder 
acceptance and often merely lead to negativism. The advantage of a group 
interactional approach is based on the increased power of several caring persons 
expressing concern for the client and beginning to move the individual from 
denial to greater acceptance and reflection.
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Group-therapy represents an important aspect of treatment for the older 
individual; it is vital that it is conducted in the appropriate manner since heavy 
confrontation used with younger patients is often counter-productive (Dunlop, 
Skomey & Hamilton 1982). Experiences encountered by older individuals 
include relinquishing of roles, reduced hope for the future and loss of 
relationships; in conjunction with the compounded stigmatisation of alcoholism 
may have substantially undermined self esteem. It is therefore perhaps more 
appropriate to concentrate on positive aspects of the client’s life in order to foster 
hope and a sense of agency and control. The client may often be unaware of 
positive features and may need some assistance in recognising and re- 
assimilating these into identity. This approach is most effectively operationalised 
through an empathie and trusting therapeutic relationship engendering a sense of 
continuity and stability. Engagement with the client in addressing holistic issues 
relating to continuing support including psychosocial, economic and health play 
a further role in strengthening self esteem and fostering optimism.
Primary stages of therapy frequently instil a vulnerability in which the individual
could be described as reliant and needy, self esteem is low and there is little
resistance to group intervention (Kaufinan 1983). This vulnerability may be
heightened by clients’ feelings of inadequacy in which they feel they have little
to offer the group, and may be compounded by self comparison with others at
later-stages in the therapeutic process and the realisation of how far they have to
progress. The role of the therapist and group is to provide a model from which
the client can borrow confidence and gain a sense of re-empowerment. As
confidence is gradually regained many of the problems experienced by the client
are re-framed in terms of salience. The individual’s attitudes and beliefs towards
these issues change and can be conceptualised as a temporary reworking or
adjustment to the value system resulting in a period of well being in which deep
underlying emotional issues related to the commencement of alcohol use are
denied. The initial period of therapy is volatile in that beliefs and attitudes may
change rapidly, individuals are bombarded by a mass of information and
alternative viewpoints that are challenging and confusing. Well-being may soon
be replaced by depression in which the client starts to realise that the rewards of
remaining sober are often intangible (Kaufinan 1983). This may give rise to some
considerable finstration and contemplation concerning the value of the
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therapeutic process. Behar, Winokur & Berg (1984) report an increase in 
affective disorders in recovering alcoholics although relatively few studies have 
addressed the issue of comorbidity in older populations.
The value of the group environment initially rests in exploration of the meaning 
of alcohol-use to each individual; this is facilitated by shared experience and 
group cohesion. It provides an opportunity for active involvement in which 
clients gain information through education (Dunlop, Skomey & Hamilton 1982). 
The educational approach to therapy reinforces recognition and facilitates 
acceptance. It enables individuals to gain understanding of their behaviour and 
emotions, the consequences of them and the social-structures and sequence of life 
events that led to them.
The major concern as clients begin to undergo change and restructure roles, 
beliefs and attitudes is fear of relapse (Brown & Yalom 1977). This is often 
pervasive and intensified by a sense of mixed identity in which clients have to 
reconcile past identity with that of present and potential future identity. This has 
implications for the therapeutic process, although therapy may be thought 
effective in terms of providing protection and support, these factors may be 
counterproductive in terms of alleviating anxiety prematurely. Premature 
removal of anxiety and absence of challenge may hinder exploration of 
interpersonal interaction and issues related to the client’s behaviour in the wider 
social-world. Although it is important for exploration to \ progress, 
acknowledgement of the sensitivities surrounding recognition of emotions and 
responsibility is important; these are often extremely fragile and remain hidden 
beneath the surface. Emotional vulnerability may lead to a superficial 
friendliness in which clients appear reluctant to share genuine emotion for fear of 
instability and possible consequences leading to relapse. At this point the client 
would appear to be existing in a transitional world where identity consolidation 
remains out of reach. The avoidance of emotional dangerpoints which often 
constitute the painful life events that led to their alcohol use may represent a 
potential block in identity transition. This may be challenged by the 
acknowledgement that clients may prefer to remain in a static-state utilising well 
practised defence systems rather than exposing themselves to discomfort 
associated with change (Brown & Yalom 1977).
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Inability to access and share emotion represents a crossroads in therapy where 
individuals question capacity and ability to proceed, commitment to change may 
falter. This has high salience for older clients in which one of the fundamental 
goals of group therapy is to teach them how to disclose feelings to others. It is 
often argued that recovery is promoted by increased self-acceptance, catalysed by 
greater awareness and authenticity of feelings and desires. Awareness of these 
feelings would seem to mark a crucial point in identity transition. Within a social 
and historical context many older individuals remain uneducated as to how to 
express emotion; feelings may have remained unspoken for many years. A new 
found ability to release emotion within the commonality of the group may 
provide a valuable catharsis in coming to terms with their predicament.
Clients may be unprepared for how challenging and uncomfortable the 
therapeutic process will be in comparison to previous expectations. Pace of 
progress may be influenced by experiences in their approach to therapy and the 
amount of anticipatory restructuring and educative information gathered along 
the way. Significant changes to both content and value dimensions in terms of 
shedding aspects of identity and assimilating and accommodating new healthier 
roles and beliefs may be so great as to prove overwhelming. The individual may 
feel swamped and decide to revert to previous ways of being. In conjunction the 
removal of alcohol as a potential source of relaxation and coping may seem so 
daunting that the individual finds it difficult to contemplate a replacement.
Recent research (Monras & Gual 2000) locates the highest dropout rate within
the first month of group therapy in which 13% (n = 329) of clients ceased
participation, the first 3-months resulted in an attrition rate of 27%. In terms of
identity, commitment to change represents a significant variable, older
individuals may engage in the therapeutic process purely due to external pressure
with limited personal desire for change. Reticence to engage in therapy may
manifest in reluctance to talk honestly about alcohol problems and a stultifying of
authenticity in relation to disclosure of personal emotion; the individual may
attempt to moderate consumption as an alternative to abstention. This carries
important implications for assessment procedures in ensuring that group therapy
is offered to those who are likely to find it helpful reducing disruption to the
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group process. Over time attrition levels off with 49% of individuals participating 
after 1-year and 37% after 2-years. Engagement in therapy may be influenced by 
the individuals overall recognition and acceptance of their problem. In contrast to 
denial those motivated to change may prepare for therapy through a process of 
anticipatory restructuring enabling them to gradually incorporate new roles and 
values and begin to accept the often-profound challenges that await them. 
Aspects of future identity begin to be incorporated within the content-dimension, 
although abrogation of continuity and distinctiveness occurs threat to self esteem 
is moderated.
Research investigating age specific treatment reveals significant retention 
benefits in contrast to mixed age control groups (Kofoed, Toison, Atkinson, 
Toth, & Turner 1987). Individuals often engage in therapy due to the expectation 
and perception that the group will be a place to receive direction and support 
firom peers. This concept may act as an ongoing motivator in the task of identity 
transition and is particularly salient if individuals attend as a result of their own 
volition. In some cases clients may have been coerced into therapy by court 
mandates or pressure from treatment centres or project staff. It is likely that these 
individuals will negotiate the early-stages of therapy in a different fashion 
although it is argued that group involvement rapidly fosters a sense of warmth 
and togetherness (Dunlop, Skomey & Hamilton 1982). Most clients report 
feeling socially isolated and depressed during progression of their drinking 
career, and find the acceptance they receive firom other group members as highly 
rewarding, this encourages continuing attendance and may lead to cumulative 
change. In addition group therapy provides the means for the individual to regain 
social skills and reintegrate into society. It allows older individuals to engage in a 
valuable process of reminiscence about life experiences in order to make sense 
out of their lives and give their existence value and meaning (Hanninen & Koski- 
Jannes 1999).
Kofoed et al (1987) identified both rates and type of discharge in heterogeneous
age-groups, sixty-percent of irregular discharges constituted individuals who
“voted with their feet” by choosing not to return to groups that did not seem right
for them. It would appear that older individuals found some considerable
difficulty in identifying with younger cohorts and certain treatment approaches
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utilised. Older clients in age specific homogenous therapy groups relapsed over 
considerably longer treatment periods; this was complemented with significant 
re-engagement in therapy and successfully “defined” outcome. Kofoed et al 
(1987) conclude that research consistently favours age specific treatment 
conditions.
The initial phase of therapy is superseded by a secondary stage that varies in 
duration from as little as 6-months to several years (Kaufniann 1983) depending 
on the individuaTs capacity to adapt by assimilating and accommodating new 
identity components. This phase of transition is characterised by development of 
greater understanding and reflection on personal emotion. Acknowledgement of 
emotion would appear to be a fundamental facet of identity change, it enables the 
older person to pinpoint weaknesses and adopt alternative coping strategies to 
alcohol in the face o f adversity. In conjunction clients develop a greater sense of 
responsibility for personal behaviour and interpersonal interaction. These 
emotional constituents gain greater salience within the hierarchy of identity and 
operate within the group in terms of the client’s ability to recognise transference 
and defence mechanisms at both an intrapsychic and interpersonal level. A 
greater sense of honesty, identification and acceptance within the group is 
enhanced enabling clients to experiment with new identity concepts and compare 
with the old (Fox 1962).
Identity change is often intertwined within alternate circles of improvement and
relapse. Individuals may express emotions either overtly or “counterphobically”
(Kaufinan 1983), those who are able to express overtly have greater
understanding of dependency conflicts and often require encouragement and
praise to maintain the transition until insight has been developed. Equally the
client may readily adopt a sick-role conversant with the disease model of
alcoholism, this may be incorporated within identity and may be instrumental in
facilitating relapse. The overwhelming predominance of the “disease” in the
hierarchy of identity may serve to lower self esteem and render individuals
helpless and incapable of further change it is therefore beneficial for this
conceptualisation to be relinquished. The therapeutic environment should neither
be punitive or condoning of relapse, either extreme would appear to subject
clients to unhelpful barriers hindering re-engagement in the process. As therapy
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progresses clients may feel a need to exercise control and deny emotions this is 
viewed as counter-productive to the change process since it inhibits restructuring 
of existing values. Effective and appropriate challenge is necessary if the client is 
to let go of these restrictive cognitive processes.
The often-considerable difficulty the client experiences in reflecting on personal
emotion is mirrored in a paradoxical need for physical and psychological
reassurance from the social matrix which when provided is responded to
ambivalently. This may be conceptualised as an innate fear of intimacy and a “re-
experiencing of past unmet needs”. Kaufman (1978) emphasises that these
emotions may stem from fear of success and dread of competition, success may
be viewed as potential denigration of other group members and instils a sense of
guilt. It may be that the concept of competition previously held little salience in
the identity structure due to low esteem and fear of failure, a re-negotiation of
what it means to compete and the associated guilt of what it means to win is
therefore required. Individuals may have demonstrated some considerable and
longstanding conscientiousness across their lives believing that they have
responsibility to others. The possibility of expressing emotions and potentially
criticising others enhances self-blame. Clients may often exhibit considerable
rigidity and denial in terms of emotion, reluctance to express feelings possibly
emanating from a fear of re-experiencing pain leads to a pattern of dichotomous
thought in which personal exploration is sacrificed. Part o f the process of identity
change is the consideration and experimentation with multiple perspectives and
possibilities, without this progress will be hindered. The aim of therapy may
therefore be to tease out these emotions at appropriate times enabling recognition
of feelings in relation to lost roles, relationships, previous beliefs and fears for
the friture. By enabling the older person to mourn previous identity components,
the individual is able to move on and integrate their current situation more
readily into their emerging identity. Emphasis is placed on helping clients deal
with their problems rather than intervening to remove them. Through supportive
and cohesive group relationships therapy aims to enable the individual to manage
anxiety and emotion. An educative approach provides information and promotes
effective techniques modelled from others, it aims to enable individuals to
conceptualise alcohol as an inappropriate mechanism for anxiety management.
The aim of support is to ensure clients retain internal coherence and do not end
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sessions in a “state of grossly unresolved conflict” (Blume 1978) leading to an 
identity in turmoil and reduced motivation to continue. Support outside the group 
should be provided in order to contain emotions surrounding troubling issues.
The close of group therapy may be marked by an exploration in which older 
alcoholics focus on aspects of their core personality that may have been 
instrumental in their predisposition to development of an alcohol problem at this 
life stage (Schuckit & Pastor 1978). In this context therapy takes on a similar role 
to that employed with neurotic clients. Although substantial strides may have 
been made in restructuring identity, it remains necessary to examine root causes 
of the individual’s drinking problem and the nature of their reaction to prevailing 
circumstances and life events. By this stage it is argued that the alcoholic has 
come to terms with the necessity of sobriety and to a large extent has 
incorporated this value into identity, it is now appropriate to engage in 
relinquishment of detrimental personality problems (Fox 1962) and reinforce 
identity structure. I f  therapy has been successful clients will have developed 
greater self confidence with less need to defer to others for approval and 
reassurance. This will be partnered by an authenticity and awareness of personal 
emotion, a greater sense of empathy and improved relationships with others, 
leading to increased support and sense of belonging in the social world.
Conclusion
As the population ages the implications of late-onset alcoholism represent a
growing public health problem. To date research has provided limited insight into
the origins of this phenomenon and the development and effectiveness of
specially tailored age specific treatment programmes. Old age may constitute a
minefield of potentially damaging life events that threaten identity, although each
individual will inevitably cope with these in a largely idiosyncratic fashion,
increased stress may lead to unhelpful and inappropriate strategies including
heavy alcohol use. Age specific group therapy enables a relatively homogenous
population to share experience and engage in the process of identity transition.
Increased understanding will facilitate social processes through which the older
individual will share emotion, explore possible identities, leam through
modelling and develop optimism for the future. The process is fraught with
challenges and according to Biemacki (1986) will be contingent on individuals
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transforming their identities to that of ordinary people. An individual may 
undergo considerable existential torment as the search for a new identity 
commences and the “organising principles” of everyday life are displaced. The 
older person may have undergone significant and disturbing life changes it is 
therefore necessary for him or her to regain a stake in conventional life (Waldorf, 
Reinarman & Murphy 1992). Inevitably some will succeed and others will fail, 
by studying the intricacies that mark the creation of a new identity or retraction to 
previous identity increasingly effective forms of therapy may be developed.
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Counselling Psychologists’ and Psychotherapists’ Perceptions of the 
Experience of Interpersonal Learning in Training Groups.
Abstract
In the absence of research relating to the phenomenological experience of 
Counselling Psychologists’ and Psychotherapists’ learning in training groups this 
paper reports findings from a qualitative study of five Psychotherapists and three 
Counselling Psychologists. Participants were interviewed about their perceptions 
of important components of their group learning experience and the implications 
for their professional development and wider interaction in the social world. The 
use of interpretative phenomenological analysis (IPA) provided insight into, and 
understanding of the participants’ accounts. Much of the data could be readily 
interpreted within the framework of Yalom, Tinkelberg and Gilula’s (1968) 
therapeutic factors. Analysis revealed clear indications of a temporal learning 
trajectory in which recapitulation of the dynamics of the early family were 
operationalised and integrated into an in vivo “learning from experience” within 
the group. The impact of this experience seemed to extend beyond professional 
work into the individual’s wider social world, relationships and communications 
with others. Participants consistently reported the re-experiencing of earlier roles 
and being moved to modify these in the face of feedback, stimulation of powerful 
emotion and self-reflection. The analysis offers some insights into the emotional 
challenges faced by the practitioner and an understanding of the personal 
perceptions of the beneficial and detrimental aspects of the training group.
Key words: Training groups; Psychotherapists; Counselling Psychologists, 
Family Re-enactment; Development; Learning.
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Introduction
Traditionally considerable emphasis has been placed on the value of individual 
dynamic psychotherapy skills in the teaching, education and development of both 
the Counselling Psychologist and Psychotherapist (Dagg & Evans 1997; Nemiah 
1981; Perez, Krul & Kapoor 1984; Pinney, Wells & Fisher 1978). It has long 
been acknowledged that there are many challenges involved in the process of 
training. These often revolve around developing greater understanding of 
unconscious process and enhancing the ability to use the self as an effective 
therapeutic vehicle (Dagg & Evans 1997), skills that cannot necessarily be 
accomplished on a purely one to one basis. In a therapeutic context, individual 
clients have been found to benefit from groupwork in which they can explore 
their methods of relating to others and benefit from potential support, challenge 
and feedback. In parallel, a personal group experience for therapists has become 
widely accepted as a valuable and integral part of counselling psychology and 
psychotherapy training programs (Yalom 1995). It is more than just a useful 
adjunct to individual psychotherapy and provides an opportunity for methods of 
learning unavailable elsewhere (Yalom 1995). The group environment provides 
an emotional and personal context for the practitioner to experience challenging 
emotions, including resistance, fear, confrontation and anger. It stretches beyond 
a purely intellectual realm. These experiences help the individual acquire an 
empathy for clients involved in group therapy and develop skills that may be 
utilised across a wide variety of therapeutic modes leading to greater competence 
as a practitioner.
The training group provides an environment in which individuals are encouraged 
to reflect on their need to be liked or appreciated by other group members. It may 
conjure up feelings of vulnerability, tenderness and hostility and facilitate a 
greater insight into both personal strengths and weaknesses. Members have the 
opportunity to reflect on the role they play within the group, which may mirror 
many of the dynamics that originated in their primary family (Yalom, 
Tinklenberg & Gilula 1968). The training group is principally viewed as an 
educative exercise, it is distinct from therapy since it seeks to provide the 
individual with a framework for understanding patterns of communication as 
opposed to the resolution of intrapsychic conflict (Morrison, Greene & Tischler
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1979). This distinction lies in the belief that therapy groups focus on creating 
change through secondary consideration of the intensive group experience, 
expression of effect and the here and now process whereas in training groups 
these are central to the educative process.
Group psychotherapy is a dynamic process incorporating the interaction of many 
distinct or less distinct therapeutic factors. Yalom et al (1968) identified twelve 
factors comprising altruism, group cohesiveness, universality, interpersonal 
learning input, interpersonal learning output, guidance, catharsis, identification, 
family re-enactment, self-understanding, instillation of hope and existential 
factors (appendix 1). In many ways it remains impossible to consider any of these 
factors as truly definitive or individual since each plays a role in the 
multidimensional process of either therapy or training groups. They will each 
contribute to different stages in the developmental process and carry specific 
meaning for the trainee at varying stages in the group’s life. For example 
cohesiveness may constitute some of the preconditions for personal development 
important at the beginning of the group’s life, whereas family re-enactment may 
emerge as the group matures and provides the trainee with a sense of the role 
they fulfil through self-observation. Although Yalom (1995) advocates a need 
for clarity in considering each factor a separate entity, he also emphasises that 
their true nature is “intricately interdependent”. I f  considered on a holistic level, 
each of these factors could be argued to both contribute to and be incorporated 
within the concept and process of interpersonal learning.
Some research has focused on the comparative importance of the therapeutic 
factors in relation to each other (Butler & Fuhriman 1983; 1980). However, in 
reality, it is difficult if not impossible to delineate a valid league table due 
partially to the subjective judgements of both group members and facilitators. 
The importance of each factor will vary depending on the nature and approach of 
the facilitator and the sequential stage of therapy or training. Different factors 
and combinations of factors will carry varying importance across time for 
different individuals; a phenomenological approach may therefore be an 
appropriate framework through which to study individual experience.
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According to Yalom (1995) interpersonal learning in groups is a complex
therapeutic factor constituting an analogue of the dynamics of individual therapy
with a particular focus on three concepts: insight, working through the
transference and the corrective emotional experience. In this vein, group work
places emphasis on the importance and consideration of the individual within the
matrix of his or her interpersonal relationships. The group can be seen to
represent a social microcosm in which individuals will interact as they would in
their social sphere; aspects of the past are played out in the present, contributing
to experiential learning. It provides an opportunity for the re-enactment and
reliving of an individual’s pattern of relating to the world amongst an audience
who will respond and provide feedback according to their own perceptions and
interpretations. Yalom (1995) emphasises the role of these three concepts within
the broader context of interpersonal learning. He draws on the work of Sullivan
(1940; 1953) who advocates that an individual’s personality is derived from the
product of interpersonal interaction, the blueprint of which may rest in the
primary family. An individual’s desire for approval and reaction to the judgement
of others will accordingly lead to the construction of the self and the subsequent
behaviour exhibited (Yalom 1995). This has important implications for both
group therapy and training groups in terms of their effectiveness as an agent of
change and personal development; it is argued that the consensual validation
found in a group is the driving force for this change (Sullivan 1953). Within the
group, an individual’s behaviour may be influenced by “parataxic distortions”
(Sullivan 1953) in which a person reacts to another individual not on the basis of
realistic attributes but as a consequence of their own fantasy. Although akin to
transference, these distortions stretch beyond the bounds of the group member /
facilitator relationship and may be seen in interactions with almost all others. The
major feature of these interpersonal distortions is that they are self-perpetuating.
In this way, individuals often respond inappropriately by projecting aspects of
themselves originating from earlier experience onto others, thereby eliciting
unwanted responses (Yalom 1996). The value of the training group rests in the
identification and recognition of these distortions so that they can be challenged
and modified as group members engage in an interpersonal evaluation of both
themselves and others. The group provides a forum for feedback through the
employment of spontaneity and honesty that would not normally be provided in
the social world. It has the power to educate the practitioner as to their own
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idiosyncrasies and the impact these may have on others, a vital aspect of 
Counselling Psychologists’ and Psychotherapists’ work with clients.
The individual’s motivation to learn from the group may be founded on the host 
of expectations held prior to group commencement; these may include fantasies 
as to whether it will represent a pleasant, unpleasant or indifferent experience. 
Learning will be moderated by the trainee’s engagement with the group, 
openness to new experience and willingness to reflect on the critical observations 
of others. This learning may be complemented by the level of emotional 
involvement, which is argued to enhance the process (Coche, Dies & 
Goettelmaim 1991). However the contribution of emotion is argued to operate to 
an optimal level. If exceeded this may result in detrimental effects such as 
withdrawal or lack of engagement with the group.
Beyond the professional context, participation in a training group may have 
implications for the way in which the practitioner relates in the wider social 
world. These may be either beneficial or detrimental to social fimctioning. 
Changes in perceptions of self and others may cause a re-evaluation of existing 
relationships ranging from the individual’s role within the family to a broader 
social level. From a positive perspective, this behaviour may include 
development of greater resilience to conflict and improved management of 
challenging situations in everyday life. This may be likened to an adaptive spiral 
in which the group member’s interpersonal distortions and overall level of 
anxiety decrease and a greater sense of esteem and empowerment is achieved 
(Yalom 1996).
This research aims to explore Counselling Psychologists’ and Psychotherapists’ 
experience of interpersonal learning in training groups and is informed by Yalom 
et al’s (1968) therapeutic factor theory (appendix 1). It is acknowledged that this 
learning may occur at different levels and constitute many different components 
for example intellectual, emotional and social. It is possible that each individual’s 
experience and interpretation will be influenced by previous historical 
experiences and relived in a unique way. Additionally it aims to investigate the 
perceived impact of the training experience on the participant’s interaction in 
their wider social world.
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Method
Participants
The study sample consisted of eight participants, 5 Psychotherapists and 3 
Counselling Psychologists (four were male and four female) aged from 39 to 62 
years with a mean age of 48.6 years. Professional experience ranged from 3 to 30 
years with a mean of 12.6 years. The inclusion of participants possessing a broad 
spectrum of professional experience was applied so that the experiences of a 
range of Counselling Psychologists and Psychotherapists at different stages of 
development could be elicited (see Table 1 for participant’ background 
information). All participants had previously engaged in at least one training 
group (range 1 to 4 groups) within the last 10 years ranging from 1 year to 6 
years in duration (mean 1.8 years). Recruitment took place through use of 
professional registers (British Association of Psychotherapists, BAP; United 
Kingdom Council for Psychotherapy UKCP; British Psychological Society, BPS) 
and participants contacted the researcher via e-mail or telephone and agreed to 
participate.
Procedure
Data was gathered through the application of semi-structured face-to-face 
interviews in order to facilitate a narrative of each participant’s experience of 
interpersonal learning from their training groups (based on Yalom et al’s (1968) 
12 therapeutic factors). This interview technique is strongly associated with 
qualitative methods of research (Smith 1995) and facilitates participant 
disclosure of relevant information by providing a framework which outlines areas 
to be discussed but has the flexibility to facilitate expansion of the participants’ 
narratives, thus potentially providing a rich source of data.
Each participant was given the choice of being interviewed in their own home or 
place of work. They were given a participant information sheet (see appendix 2) 
to read and asked to sign a consent form (see appendix 3). An interview schedule 
(appendix 4) was then administered and the interviews audio recorded.
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Interview Schedule
The interview schedule (see appendix 4) was developed from the theoretical 
framework provided by Yalom et al (1968). The questions were designed to 
stimulate the participants’ thought processes regarding their conceptualisations of 
the training group as an educational and experiential component of their 
development as Counselling Psychologists or Psychotherapists. The interview 
was piloted with the participation of two psychotherapists and submitted for 
ethical approval (appendix 5).
Before the ending of each interview, a debriefing was provided to allow the 
participant to talk about anything that was important to them, but which they felt 
had not been covered in the earlier questions. This presented an opportunity to 
ask questions, make comments or provide their own feedback on the interview 
process and discuss feelings evoked by it.
Analytic Strategy
Data were analysed using interpretative phenomenological analysis (IPA) (Smith 
1996; Smith et al 1997; Smith et al 1999; Smith & Dunworth 2003). IPA 
facilitates a detailed exploration of how participants make sense of their personal 
and social world (Smith & Osborn 2003) by adopting where possible an 
“insiders” perspective (Conrad 1987). The underlying currency of IPA is “the 
meanings particular experiences, events, and states hold for participants.” IPA is 
concerned with the individual’s personal perception or account of events and 
experiences in contrast to the attempt to produce an objective statement of the 
object or event itself (Smith & Osborn 2003). It acknowledges that research is a 
dynamic process in which the researcher plays an active role. Although it seeks 
to get as close to the participant’s personal world as possible, IPA acknowledges 
that ultimately this will never be complete since the experience is inevitably 
interpreted through the researcher’s own conceptions. The researcher’s 
conceptions are necessary to make sense of the participant’s personal world 
through an interpretative analytical process (Smith 1994; 1996; Smith et al 1997; 
Smith & Osborn 2003). IPA is therefore deemed to be a double hermeneutic 
process in which participants seek to make sense of their own world while the 
researcher is trying to make sense of the participant’s world (Smith & Osborn 
2003).
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Following transcription of all the interviews and the numbering of each line, each 
transcript was re-read to both familiarise and refresh the researcher’s memory of 
content. The transcript which seemed to be the richest in terms of data and 
diversity was analysed first. It was re-read and notes were made in the left-hand 
margin relating to anything that appeared significant or interesting in terms of the 
research questions. The transcript was re-read several times and comments were 
adjusted, added to, edited and elaborated. Emerging insights enabled the 
formation of associations, connections and summaries of these notes. For 
example, thoughts and feelings regarding the re-enactment and recapitulation of 
earlier family life seemed to be connected by a general theme of learning from 
experience. The emerging theme titles which encapsulated the core issues and 
ideas present in the left margin were noted in the right margin. These themes, 
although not definitive, were then re-assessed to ensure that they reflected the 
data as accurately as possible. Initial themes were then entered into a database 
and examined for patterns and connections between them. If quotations were 
seen to be represented under more than one sub-theme title, this was deemed to 
constitute a connection between sub-themes. Interconnecting themes were 
clustered together and regarded as superordinate themes. The transcripts were- 
then re-read in order to ensure that superordinate themes linked appropriately 
with the primary source material i.e. what the participant actually said.
This procedure was applied to each transcript and the resulting initial themes 
were explored and examined further in order to produce a final set of 
superordinate themes. These themes were sequenced in order to construct a 
logical, flowing and coherent research narrative. A period of reflection was then 
employed to reach a decision concerning which themes would become the focus 
of the report and to what depth they should feature.
IPA is a product of the interaction between both participant and researcher. The 
data resulting from the interviews are therefore analysed within the interpretative 
framework of the researcher. From this perspective, the researcher’s position as a 
trainee counselling psychologist involved in a training group and acting as co­
therapist within a group will inevitably have influenced the study by directing its
focus and interpretations in some ways. For example, the researcher’s own
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experience of family life and reflection on the developmental processes taking 
place in the professional training may have wittingly or unwittingly shaped the 
questions asked and the nature and focus of the analysis. In this research, it was 
however felt that the researcher’s awareness of the possibility of personal 
idiosyncratic interpretation of the data and the experience of engaging in training 
similar to the participants would provide an understanding and help lead to a 
balanced analysis. This was complemented by a reassessment of the emerging 
analysis by a colleague in order to minimise “idiosyncratic interpretations” and 
ensure that they were grounded in the primary data source as closely as possible.
The nature of this study indicates that it would be inappropriate to evaluate it
from a positivistic perspective in terms of reliability and validity which relies on
the objectivity of the researcher and a level of disengagement from the analytical
process (Elliott et al 1999; Henwood & Pidgeon 1992). Its evaluation would be
more appropriately considered within the context of Yardley’s (2000) “principles
for assessing the quality of qualitative research”. These centre on a sensitivity to
context in terms of an awareness and acknowledgement of the existing literature.
Additionally the consideration of the degree in which the study is sensitive to the
data set itself “and how well the unfolding argument is evidenced with material
drawn from participants” (Smith 2003) plays a critical role in its evaluation. The
quality of the study is also assessed on its commitment, rigour, transparency and
coherence. “Internal coherence” is displayed in its ability to demonstrate to a
reader a coherent argument through presentation of an analysis which provides a
data based narrative and integrated summary structured around appropriately
ordered superordinate themes. “Rigour” refers to the thoroughness of the study,
in terms of the appropriateness of the sample to the question in hand and the
completeness of the analysis undertaken (Smith 2003). “Transparency” refers to
openness in describing the nature of participant recruitment and the method of
data collection and analysis (Smith 2003). Although it may be inappropriate to
assess qualitative work on the basis of reliability and validity, Elliott et al (1999)
argue that “grounding in examples” may be considered analogous to the
reporting of significance in quantitative work and therefore provide an element of
both rigour and persuasiveness to the study. From this perspective, raw data have
been provided in the form of quotations and examples from each transcript. The
data are reported in exactly the way that the words were spoken, without
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grammatical or sentence structure corrections; ail place names have been 
changed and names replaced with pseudonyms in order to preserve participants’ 
confidentiality.
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Analysis
Participants’ background information has been summarised and presented in Table 1, 
Table 1 -  Summary of Participant’s Background Information:
Gender Males: 4 Females: 4
Age Mean Age 
48.8 years
Range
3 9 - 6 2  years
SD
7.94
Length of 
Experience as a 
Practitioner
Mean 
12.6 years
Range
3 - 3 0  years
SD
IL83
Specialist Area Individual Therapy -6
Couples Therapy - 1 
Group Therapy - 2
Number of 
Training Groups 
Experienced
1 group-1 participant
2 groups- 3 participants
3 groups- 2 participants
4 groups-1 participant 
Mean: 2.12
Range
1 - 4  groups
SD
0.89
Duration of 
Training Group 
To nearest year
Years
Duration of group No. groups
1 12
2 3
3 2
4 1
5
6 1 
7
Mean: 1.78 years
Range
1 - 6  years
SD
1.42
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Analysis employing IPA revealed 11 superordinate categories (see Appendix 10). 
The analysis appeared to elicit a clear temporal trajectory in which participants 
described the recapitulation and re-enactment of the early family as a driving 
force leading to the facilitation of experiential learning. It appeared that 
activation of these earlier roles, i.e. bringing the past into the present, led to a 
new way of experiencing and negotiating life in the social world. For the 
purposes of this study, it was therefore decided that a focus on three themes 
would be appropriate: the recapitulation and relevance of the early family 
experience; learning and development through active experience; and negotiation 
of relationships and the impact of the group on everyday life.
The Recapitulation and Relevance of Earlier Family Experience
The central proposal of this study was that participation in a training group can 
facilitate interpersonal learning and contribute to an individual’s development 
and maturity as a practitioner (Dagg & Evans 1997). Most participants felt that 
the training group provided an opportunity for a greater number and quality of 
recapitulative possibilities. Although individuals were not specifically asked 
about the impact of their earlier family experience (in order to avoid leading 
questions), two directly used the term “recapitulation of the early family” and 
others voluntarily made reference to the earlier roles they had played within the 
family. For example:
‘7  think what I  learned from it was that the group was very much about the 
family. Recapitulating all o f  that early stuff all those early relationships. ” (Julia)
It was interesting to note that participants’ experience often reflected aspects of 
the existing literature in which family re-enactment becomes part of the general 
horizon against which the group is experienced (Yalom 1996). This appeared to 
be instrumental across a range of transferences and became operationalised as a 
learning tool during the course of the group.
Participants generally felt that their first experience of a training group laid the 
foundations for further learning and insight in subsequent group experiences. 
Learning was often considered a cumulative process and aspects of the early
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family emerged over a period of time as individuals gained greater experience of 
each other. Julia describes how her experience of a second training group brought 
to life aspects of her early family and her relationship with her brothers in which 
she had felt a need to be in charge:
“It did with my family I  grew up with. I  think that was what struck me when I  got 
to the second group. Because I  was the eldest with three younger brothers, split 
between looking after them and hating them andfeeling quite jealous so I  saw all 
that very clearly I  think in terms o f  the way I  related [in the group] and also the 
need to be in charge and i f  I  couldn’t be in charge I  wasn’t going to do it 
anyway. ’’(Julia)
John acknowledged the early family role in determining his unconscious 
processes and the importance of being able to leam about and recognise them. He 
intimates at some level that this may have been beneficial in his therapeutic 
work. His comments were perhaps indicative of a general belief in which 
participants understood the value of group work in awakening them to potential 
transferences and countertransferences that may develop in their therapeutic 
work:
“I ’ve got my own unconscious sort o f  process because I  come from a particular 
family and that has the same sort o f  effect on the unconscious as it does on the 
patient. It is good to know your strengths and weaknesses as much as possible. ” 
(John)
Francesca talked about the impact of the early family on personal development 
with particular reference to the authority of the parent and the transferential and 
countertransferential experience it may invoke. She emphasised how she felt this 
played out in the adult world and possibly within the training group.
“I  think because we all grew up in a family what we do as adults in the wider
world does reflect the way we have grown up in our family as far as confidence,
assurance and dealing with authority is concerned. I  don’t think these things are
separate because i f  in the family we grow up quite unsure about ourselves, we
may be quite meek within the family, particularly i f  one o f  the parents is a bit too
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authoritarian. When we grow up we can either grow up -  we can either take the 
parental authoritarian role or stay on as a child. ’’(Francesca)
Almost all participants described the training group as analogous to the early 
family, reliving some of its dynamics. It was felt that the group paralleled the 
family by providing a context in which transferential aspects of the individual’s 
personality were distributed amongst a wider audience in which numerous 
interpretations and various forms of feedback were given (Munich 1993). John 
describes how his relationship to his siblings and the need to protect his parents 
mirror his experience within the training group in which he often sought to 
protect the facilitator from attacks by other members. He describes how this need 
to protect provided him with the aspiration to pursue a career as a 
Psychotherapist:
“On a very personal level, I  think I  found out that my tendencies would he very 
much to fight with siblings as a way ofprotecting parents. So I  found in training 
groups that I  would fight with people in the group when I  felt there was 
something that the therapist couldn’t cope with and I  would do that as a way o f  
siphoning o ff something that I  had just experienced them as being too weak to 
hold. That is entirely my family background and that is entirely why I  became a 
therapist I  think to kind o f have that function. ’’ (John)
Susan also reflected on her role within the family and her relationship to her 
siblings. In this respect there appear to be some similarities with John’s story in 
terms of how she sees her positioning between her parents and younger brothers. 
She states how she often acted as a mediator (maybe even likened to a therapist) 
building a bridge between her parents in times of conflict:
“My role in the family is the eldest daughter who bridged the gap between 
younger brothers and parents and who made things better for the younger 
brothers and had to get the parental approval and support when there was 
conflict. I  still find it hard to stand back and say that is not anything to do with 
me. ” (Susan)
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John also expanded on his role within the family and the training group, 
reflecting on his difficulties in developing a negative transference to the 
facilitator. He talked about how his earlier family experience is also played out in 
other groups including his relationship to other professionals:
“It took me a long time to be able to give the negative transference or allow that 
to be as it is towards the therapist because actually that is quite denigrating o f  
the therapist, ofprotecting them as a way o f  saying you are too weak. That was 
really interesting for me to fight other siblings in the group. I  realise that also 
affects me in teams i f  I  get into a sibling rivalry position with another 
professional in the team vying for some sort o f  outcome. I  find  it very hard to 
stop all that family and all the feelings o f injustice that come into that and to 
actually stay with the real situation. I  look back and I  think I  have sort o f  brought 
something that wasn’t to do with that particular conversation and it is helpful to 
know that. It is also rather shaming and rather painful really. ” (John)
On examination, it appeared that the role adopted in the primary family carried 
particular salience in the training group. It was felt that psychotherapy training 
groups were most likely to be composed of individuals attracted to a helping 
profession who often appear more comfortable exploring others’ problems as 
opposed to their own (Yalom 1996). For example John re-emphasises the 
importance of his role in the family in which he perceives himself as the 
“rescuer”.
“I  think the classic thing o f coming in, particularly wanting to be a rescuer, 
which I  think most people who train as a therapist served that purpose in the 
family and realising that you have got to integrate. [Acknowledge pre-existing 
tendencies] ’’(John)
It was generally felt that one’s background and experience prior to the group 
would be instrumental in the quality and pace of learning within the group. In 
some ways, it was felt that the early family formed both a foundation and 
interpretative framework through which to experience the group. As trainees 
reflected and developed greater awareness of their tendency to fulfil certain roles.
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they described how they began to renegotiate their methods of relating both 
within the profession and external world:
“It is just very real. It can be very exciting and very frightening as well. I  think 
obviously the bit where you learn about what your own tendencies are, you tend 
to be a hero here, put yourself forward fo r  that sort o f  group task then, that is 
essential to know because then — even though we try to say there is a division 
between therapist and patient, part o f  us is just another member in the group and 
we need to know what our tendencies are and how we tend to fit  and in and how 
our unconscious links into groups as well and I  think that is good stuff in a 
training group”. (John)
Within the context of the family, it seemed clear that most participants felt the 
group acted as a magnifying glass through which they were able to explore 
behaviours and relationships. This magnification was sometimes felt to enhance 
anxiety and contribute to the participants’ struggle in balancing intimacy with 
withdrawal. The group offered the potential for a re-experiencing of 
parental/authority figures and sibling relationships. This, in combination with 
narratives of deep personal revelation and strong emotion, was often believed to 
contribute to this anxiety. In this context, the size of the training group, which 
may be akin to the family unit (dependent on culture), was often seen to relate 
directly to the level of intimacy experienced. This intimacy most adequately 
enables a reflection and learning about personal relationships, both in terms of 
self and group dynamics (Yalom 1968). Overall, it was felt that the training 
group enabled participants to separate out the parts they play in the dysfunction 
of their own family and relationships with others. This was thought to lead to 
modifications, enhancing creativity and personal style as a therapist.
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Learning and development through active experience.
The participants were able to reflect on the nature of the group and drew a clear 
distinction between the process of experiential learning and academic learning. It 
seemed that historical aspects of the self and the family formed a temporal 
background through which the participant was able to experience and make 
interpretations of the group in the present. Through in vivo experience and 
feedback, they gained greater insight into how others perceived them and a sense 
of truth surrounding their interactions, analogous to the “corrective emotional 
experience” (Klapman 1950). Emma made a clear statement relating to the value 
of the group and its potential to enhance her learning.
“I  think I  thought about the difference between experiential learning and 
academic learning. I f  you read all the books in the world it’s not necessarily the 
same you somehow don’t leam in the same way. ” (Emma)
David expanded on this using the metaphor of becoming a parent and, like other 
participants, emphasised the value of “surprise” in the group process. It was 
generally clear across participants that considerable learning was done in 
retrospect: a general theme seemed to arise in which expectations and preparation 
for the training group could never match the eventual outcome of experience 
(Lieberman, Yalom & Miles 1972). From this perspective aspects of learning 
remained an enigma since participants could never be sure what lay around the 
comer or how they would interpret it after the event:
“I  think the whole point about groups is surprise. I  think that wonderful Bion
phrase ‘learning from experience ’ the experiences are rife that you can try and
anticipate and this includes major life events, like having a baby. People go to
pre-natal classes and they quite rightly have that sort o f  learning. After they go
through the experience, they say, “I  don’t know how I  survived that” in other
words however much you expect, the experience is different from the expectation.
I  think it is true o f groups that you can enforce and anticipate what it is like, but I
think there is something so powerful about the group that only in retrospect we
can understand its impact, hence Bion’s term, “learning from experience ”. I
think that is a very powerful message in applying to all sorts o f therapy really.
You have to get into something to appreciate its impact and its meaning. I  think
140
Research Dossier
it has a very strong message at all sorts o f  levels from social policy to therapy. 
You get these government initiatives, preparing for parenthood, preparing for  
marriage. You can prepare fo r  things up to a certain point, but i f  the nature o f  
the experience is so powerful and capricious in a way, i f  there is any sense you 
leam from it once you have been through it. It is another way o f  saying the 
experience doesn’t match the expectation; there is something extra which is 
added which is quite unpredictable. ” (David)
The emotional component of the group was believed to contribute more than 
intellectual insight alone and could be considered analogous to the concept of a 
“corrective emotional experience” (Klapman 1950; Yalom et al 1968). From an 
individual perspective, Susan reflects on an observation fed back to her by 
another group member in which she recognises a need to present a “happy and 
jolly” image in order to convey a sense of independence and self sufficiency. 
Equally she felt that learning in the “here and now” (Roback 1972; Yalom 1968; 
1995) inherent in the group experience had enabled her to let go of some of the 
role fulfilled in her earlier family in which she had felt a responsibility to resolve 
conflict. Many participants felt that these insights facilitated a sense of their own 
“truth” and enabled them to change their behaviour and develop greater maturity 
as a therapist.
“She [another group member] had seen something which I  had tried not to show 
and that helped me to work on it, because it was about finding my own truth and 
i f  I  present this persona then people won’t know i f  something is going on 
underneath. I  used to find it difficult to ask for help and wanted to be so 
independent, but being in the group has undone some o f that. It has made me 
realise that it is OK to actually ask for help. I  don’t have to be happy and jolly, I  
don’t have to be the one who resolves conflict, it doesn’t mean I  find  it easy, it 
just means that I  am aware o f myself. ” (Susan)
All participants felt the training group to be a powerful experience often
comprising considerable emotion. It was felt that the group acted as an amplifier
frequently producing considerable discomfort in its members. Although at times
this was experienced negatively, it was also considered as a potential source of
personal growth from which the participant could emerge victorious. Julia made
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reference to the discomfort but emphasised how it had enabled her to address 
some of the issues that had been most difficult for her over the course of her life. 
She summed the experience up as follows:
“But it is not kind o f  disastrous in that sense is it because you do learn from it 
and you come out and it is like whether you want to go through it or not. What 
you are talking about is a situation in which you feel extraordinary discomfort 
and actually they are often the situations that are your most failed in life and 
then your most valuable. In some ways it was extremely valuable. It threw me 
o ff balance and made me feel I  need to find  out what was going on here and i f  
you like in some way conquer it. ” (Julia)
John reflects on the power of the group and its ability to magnify presenting 
issues. It appears to possess two sides in which greater clarity can be gained 
through discomfort and challenge:
“I  think that in groups the stakes are high, you really win or you really lose and 
they magnify everything which is quite helpful in one way because it makes 
things clear. But it certainly can be a white-knuckle ride, particularly i f  
something gets into the group and you can come away feeling completely beaten 
up by it”. (John)
Although participants were often exposed to some considerable personal 
challenge, it was generally agreed that the storm would be weathered and their 
survival would enable them to interact more freely and explore interpersonal 
relationships at a deeper level. The “here and now” focus of the group was often 
able to make participants aware of certain aspects of their ways of relating 
(Roback 1972; Yalom 1968; 1995). Reflection on these observations often 
facilitated a re-examination and assessment of the self, leading to modifications 
that transferred to their own therapeutic work. Tony states how this feedback 
played an important role in his professional practice:
“I  think what I  remember is that I  got a lot o f  very direct feedback as coming
across as very distant or arrogant sometimes and that was terribly useful to me
in my work, with my anxiety about being rather pedantic. I  got loads o f  feedback
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that was really useful in refining my skills as a therapist in terms o f  how I  came 
across to others. ” (Tony)
“I  think relatively i f  you can take on feedback then it surely does influence how 
you behave as a therapist in any sort o f  interpretative work, whether it is the 
transference or not or something completely different. ” (Tony)
It seemed clear that for all of the participants the training group activated a self- 
reflection in which they were able to explore their relationships with others and 
apply this knowledge to their understanding of both their past and their present. 
David talks at length about the insight he gained from working within the group 
both from a personal and professional perspective. He places particular emphasis 
on the difficulties he has developing a negative transference in his therapeutic 
work with a focus on his need to be seen as a “nice guy”.
‘7  think that there are two things that immediately come to mind. I  suppose one 
o f the things was the interaction with other people. On that front two learning 
experiences impressed me. One was a kind o f  projection which I  attract which is 
o f a nice guy and that got blown up quite clearly in groups and it got me to think 
about, for example, when translating that into therapy about the difficulties I  
might present to people developing a negative transference. ’’(David)
Negotiation of Relationships and the Impact of the Group on Everyday Life.
The participants’ narratives went beyond a mere discussion of the training group. 
It was generally felt that there was something much deeper, a more powerful 
process that merged with their lives outside the group. The reawakening and 
insight into earlier familial relationships coupled with experiential learning and 
re-enactment provoked a different way of viewing and interacting with others 
(Schein & Bennis 1965). Learning from the experience and being involved with 
both subtle and dramatic changes in the group had an impact on participants’ 
relationships with others in the external world. It often engendered a sense of 
dislocation in which they questioned whether they would be able to continue to 
occupy the same space in their social world. The examination and perceived 
reality of facing certain aspects of the self in order to develop as a therapist were 
often considered painfiil. Participants frequently reflected on their expectations of
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the training group (Lieberman, Yalom & Miles 1972). John states how the 
personal change he experienced was often uncomfortable and did not equate to 
his expectations. He said how he had hoped the training group would make him 
closer to his family position but now realises that, in order to develop as a 
Psychotherapist, he would have to leave this behind. It was generally felt by most 
participants that the group had the ability to disrupt previously held family roles 
and at times bring into question the therapists’ own conviction and desire to 
pursue a career in psychotherapy:
“I  think eventually it makes you wonder whether this is what you want to do, do 
you want to do this job and I  think this is very much to do with having to face 
parts o f  ourselves in order to be effective. It also brings with it quite a lot more 
powerful things about realising just how much you are shaped and moulded by 
your own experiences and I  think that is really uncomfortable, the change in self 
like that, it wasn’t what the project was about. The project o f  training was to 
make me be even more loyal to the family position and here it is. You have got to 
realise in this business that i f  you want to be effective you have got to move out o f  
it and I  think that is quite a painful journey really, very disturbing. It usually 
unsettles all the current relationships with the students as well and shakes the 
whole web really. I  remember that and I  always think that the first few  sort o f  
criticisms o f  your training usually help. You find  that you cannot f i t  into the 
same space and that is upsetting for you and upsetting for everyone else. ” (John)
Susan talked about the other roles she fiilfills in her life and her need to separate 
out aspects of her professional life as a Psychotherapist from her family and 
social life. She emphasises the need to be able to communicate on different 
levels with different individuals:
“I  cannot go around in all areas o f  my life being a therapist. I  am a wife, 
mother, sister, auntie, friend; I  cannot be a therapist all the time. I  need to 
engage on a different level in personal relationships. ” (Susan)
It seemed that although there were beneficial aspects to the training, participants
believed their newly learned skills should be used with great caution. John
reflects on his earlier role in the family and stated how his experience of learning
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in the group developed his therapeutic skills, which in turn were put into action 
on his family. He advocates a need for family members to be aware of the 
training process since he believes they will inevitably live in symbiosis with it. 
From this perspective, he highlights the family’s involuntary involvement and 
exposure to the impact of the training group and intimates that in an ideal world a 
wider consent process would be implicated. Equally Susan indicates how her role 
as a Psychotherapist has impacted on her relationship with her husband who feels 
she can never answer a question directly and her friends who see her perhaps 
inappropriately as a problem solver:
“Yes and you were probably always there to therapise them, it is just that you 
have got a better way o f  doing therapy which certainly makes you less popular 
and don Y try this at home please, because I  think it is really dangerous you feel 
the whole family are in therapy. There should be a bigger consent process, 
because they are all going to be dragged into it. ” (John)
“I f  you asked my husband that question, he would say, “yes, she can Y answer a 
question”. He said that sometimes, “you never answer a question directly”. 
Some people that I  have had relationships with, friends, have said, she 7/ sort it 
out, she’s a therapist, thinking that I  am a problem solver and actually I ’m not. ” 
(Susan)
In a slightly different way Emma talks about how the group developed her 
adoption of a caring role. She states that this was carried over into her family life 
and had some implications for her marriage.
“That was also very sharply brought to me when I  joined the group and had this 
very caring role that I  took to members o f  my family and the effect that had on 
my marriage and stuff. ” (Emma)
At a wider level, the training group seemed to impart some form of special
knowledge, which was felt to carry a certain mystical power in the outside world.
Emma talks about her experience in which individuals have often seemed to
perceive her as a holder of some secret body of knowledge exclusive to her
profession as a Psychotherapist. She states how her professional development
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acquainted hér with psychoanalytic terms and how these would be 
inappropriately used in everyday life with potentially quite devastating results for 
her relationships.
“Yes and as though you are the holder o f  some secret body o f knowledge that 
some less fortunate people haven Y been given access to in the course o f  their life. 
And the idea that you can use psychoanalytic terms inappropriately in everyday 
life that could be quite destructive. ” (Emma)
Despite experiencing some negative aspects to the training group process, all 
participants felt that they were able to draw on some of their newly learned 
therapeutic skills to either enhance their relationships with others or to negotiate 
challenging situations in the wider world. Susan talked about how she was able to 
implement some of these skills in her everyday life. She explains how she is now 
able to distance herself in disagreements and use the knowledge she has gained 
from the training group as a safety net:
“I  have to say that I  know how to behave as a therapist when I  am in difficult 
situations, I  will draw on it then, arguments in a shop or mother going on at me. 
This sort o f detachment and separate myself out a little bit. 1 use it sometimes as 
a little bit o f a safety net so that I  don Y take anything on board that isn Y mine to 
take on. That I  think has been quite useful. ” (Susan)
Francesca talks about the group as being instrumental in her development as a 
professional not so much in relation to her therapeutic work but as a member of a 
team and in her negotiations with the wider institution. She acknowledges that 
the group is not responsible for her entire learning, which would appear to be 
unrealistic but that it played a useful educational role. She indicates that it was a 
contributor to her acquisition of leadership skills which are not necessarily 
inherent and a basis for further learning:
“Yes, I  think particularly it’s very important for one’s work later on, one has to
deal with the team, the group situation, and to deal with the institution at the
same time it’s not that group experience which can give you all the skills for
these various other situations. Because fo r  example the leadership skills which
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are very difficult to apply unless one got it naturally from the family or from  
genetics. I t ’s obviously, you know i t ’s not something that you may, you may be in 
a leadership position but you have to learn in some other ways. I  mean I  think a 
training group is the beginning o f learning. ” (Francesca)
However it was felt that the use of these skills reached an optimum level beyond 
which relationships would be harmed or damaged. It was interesting to note that 
these were more readily employed by less experienced therapists who were 
perhaps struggling to incorporate new aspects of their professional identity with 
other longstanding features.
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Overview
This study has highlighted the perceptions of some Counselling Psychologists’ 
and Psychotherapists’ experiences of interpersonal learning in training groups. It 
has explored the contribution made by the re-enactment of early family 
experience and the way in which this may be played out in a group of similarly 
educated individuals pursuing careers in psychotherapy or counselling 
psychology. It has explored the concept of learning from experience and the 
possible value of this in the participants’ development as practitioners. It has also 
explored the wider implications of this form of therapeutic training for the 
negotiation of relationships in the wider social world.
Across all transcripts it was clear to see that participants had some considerable 
ability to self-reflect and explore aspects of themselves, perhaps a feature unique 
to those pursuing a career in counselling psychology and psychotherapy. 
Participants were recruited from professional registers and they varied 
considerably in terms of the temporal duration of their career, which ranged from 
a period of 3 to 30 years. It would therefore be inappropriate to state that all 
participants experienced the training group in a particular fashion since different 
levels of expertise were inevitably brought to the group and were instrumental in 
their perceptions and interpretations of it. Equally some participants had chosen 
to specialise in particular modes of therapeutic work; for example, two in group 
therapy and one in couples’ therapy. Although the impact of this remains unclear, 
it may have been instrumental in the development of a distinct perspective in 
which group therapists had evolved a different way of understanding and 
reflecting on their relationships and interaction with the training group. It is 
possible that more recent exposure to numerous therapy groups as a facilitator 
may have encouraged this outlook. Specialism in couples’ work may have its 
own unique influence, if a couple is considered analogous to a small group. 
Equally it may have qualitatively different implications for the practitioner’s 
reflection on the recapitulation of the early family. In addition to these 
considerations, many participants had been involved in more than one training 
group. The impact on the learning process and growth as a therapist may 
therefore be different to those with a single experience. In some respects, 
recognition of the benefits of the first group were only identified after a further
group experience; learning was therefore considered as a cumulative process.
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The participants were evenly balanced for gender and it is thought that this may 
have allowed a richer insight into the recapitulative roles that individuals fulfil 
and the dynamics of the group (in terms of gender transferences emanating from 
the early family). It is understood that there are many different methods of 
practice and practitioners may experience fundamentally different groups 
depending on the stance adopted by the group facilitator, the duration of the 
group and the number of groups experienced. Equally it is perhaps worth 
appreciating that each participant experienced a different career route prior to 
training as a counselling psychologist or psychotherapist; for example nursing 
and social work. It remains impossible to ascertain to what extent this may have 
influenced each participant’s outlook. The data were therefore unable to provide 
sufficient diversity to allow for differentiation between all these possibilities and 
a larger participant pool would be required to explore this in the future.
Despite these observations, the study remains a valuable exploration of the 
research area. Its findings have given some insights into counselling 
psychologists’ and psychotherapists’ experiences in training groups. As expected 
participation in a training group rekindled aspects of the early family in line with 
Yalom et al’s (1968) “re-enactment of earlier family roles”. It also facilitated a 
reassessment of existing relationships outside the therapeutic environment. 
Despite the training group representing an educative as opposed to a therapeutic 
process, the use of Yalom et al’s (1968) therapeutic factor framework provided a 
useful tool through which to enhance interpretation of the practitioner’s 
experiences of interpersonal learning. It was particularly relevant when 
considering the individuals’ perception of their positioning in the group and how 
they may relate in the transference to other members as siblings or parental 
authority figures (Munich 1993). Recognition of these dynamics often brought to 
light a narrative relating to insight into personal behaviour leading to change 
(Morrison, Greene & Tischler 1979; Chadboume 1980). Participants consistently 
reported that the group formed a model of the early family, leading to expression 
of emotion, intimacy, withdrawal and competition. However despite these reports 
it is not possible to ascertain the direction of causality.
The therapeutic factor model (Yalom et al 1968) also provided insight into the
nature of interpersonal learning and how participants perceived the recapitulation
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of the early family as a driving force for in vivo experiential learning as opposed 
to intellectual or academic learning. In conjunction with Yalom et al’s (1968) 
theory, this learning appeared bi-directional in terms of both input from the group 
to the self and output from the self to the group. The implications for this 
learning from experience were perceived as both positive and negative, although 
perhaps they would be more adequately and accurately accounted for across a 
continuum. On the positive side, it contributed to a greater understanding of the 
self and an insight into the dynamics of the utilisation of the self as a therapeutic 
tool (Hurley 1973). It was also felt to be instrumental in the participants’ 
development of greater resilience and negotiating skills in relationships in the 
wider social world. On the negative side, learning from the group was felt to 
affect participants’ relationships with those close to them. It often altered their 
longstanding position within their family and had the power to change existing 
relationships. In some abstract way, it was often felt that family members, 
colleagues and friends became intimately intertwined and exposed to the power 
of the group (Chadboume 1980). Participants frequently found that skills learned 
in the group were inappropriately applied in the external world with potentially 
difficult consequences.
The insights gained from this study have significant implications for the
understanding of the developmental process as an individual undergoes one
particular aspect of psychotherapeutic training. For example, the three main
themes in the study addressed issues of recapitulation of early family life,
learning from experience and the implications for life outside the group. This
enables the identification of a temporal trajectory in which the individual brings
all the past aspects of him or herself in terms of relationships and interactions to
the training group. These are then played out in the present amongst an audience
who interact at many levels providing the fuel for “learning from experience”. In
turn, this experiential learning seems to be re-employed in both the present and
future, impacting on both the participants’ professional and personal life. It is
possible that a greater understanding of these factors may facilitate learning and
also provide the trainee with a level of support as he or she undergoes a process
that may be challenging both intellectually and emotionally. In addition the
training group provides the practitioner with a valuable insight into the world of
the patient. Without this experience it may be difficult to genuinely appreciate
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and develop an appropriate empathy for individuals engaged in this form of 
psychotherapeutic work (Munich 1993; Ralph 1980).
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Reflective Statement
Engagement in this research process has enabled me as a trainee Counselling 
Psychologist to explore the development and emotions of more experienced 
practitioners as they reflect on their experience of interpersonal learning in 
training groups. It has been interesting for me as somebody embarking on a 
career in Counselling Psychology to listen to their stories.
During the interviews I have been encouraged to examine my own processes and 
reflect on the role I may have been fulfilling in my conversation with each 
participant. I have often felt this has extended beyond my position as a researcher 
and although I have tried not to let it taint my analysis, I have felt that it is 
appropriate to consider this at a deeper level. During interviews I sometimes felt 
the boundaries blur, I believe this may be partially due to the situation in which I 
frequently found myself in the presence of a more experienced professional who 
I may at some level have considered as a potential mentor. This has often 
engendered a feeling of myself as an apprentice gleaming knowledge that I may 
not truly understand until I have developed further. As I write I am also aware of 
my participants’ ability to reflect on aspects of themselves whether on a 
professional or purely personal basis, their openness has been much appreciated. 
At this stage in my career it has given me a sense of how far I may have to go in 
my ongoing development as a Counselling Psychologist.
In many ways I feel my experience of this research has bled across and possibly 
benefited my therapeutic work in some way. This particularly struck home in my 
interviews with David and John where I felt a sense of them really trying to help 
me understand their experience. Both had been practising as Psychotherapists for 
many years and I believe I may have gained some interesting 
countertransferential insights into myself through their stories. I particularly 
identified with David’s story when he told me of his need to be seen as a “nice 
guy” and the difficulty he felt he had when a negative transference developed. He 
also mentioned his tendency to form alliances with female members on the 
margins of the training group. He described this as gaining comfort by “finding 
another refugee”; in many ways I feel this echoes my own experience.
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I believe this research has been both an educative and emotional process, it seems 
to have played an active role in my development as a Counselling Psychologist 
and enlightened me to aspects of therapy that I had given limited thought to 
before. It has helped me to reflect on the role that I fulfilled in my family and 
perhaps address aspects of my own methods of relating to others. In addition I 
feel that my participants’ in depth reflections may have provided me with a 
model in developing a different way of thinking. Their experiences in groups 
with all the tensions and stresses they carry has encouraged me to think about the 
groups that I may have been part of throughout my life. This in turn has led me to 
think about the more unpleasant experiences in which I may have become a 
scapegoat, outsider or as David intimated, “refugee”. It has prompted me to 
question why I may have “let” certain things happen to me and think of new 
ways of approaching challenging situations and relationships.
My interest in training groups initially grew out of my role as a co-therapist in a 
weekly psychotherapy group, it seemed an interesting and varied area to work in. 
Unfortunately the course of the group did not run smoothly, it appeared to be 
plagued from the outset by a frustrating pattern of non-attendance in which 
members would take it in turns to be absent. It was however interesting to think 
about the role that each individual played whether it be as peacemaker, leader, 
rescuer, persecutor or victim and contemplate the possible rationale behind this. I 
was also able to consider the role I played within the group and how I may have 
been perceived by its’ members. Despite our continued efforts the group 
eventually “died”, why it is difficult to tell. A number of ideas were put forward 
ranging from the incompatibility of its members, its commencement within a few 
weeks of a Christmas break and the fact that both therapists were male. Whatever 
the true reasons it provided me with a sense of how many possibilities need to be 
considered when preparing and running a group. At the time I was also a 
participant in a training group and often felt the rough and tumble of the emotion 
within it, this may have influenced some of my interpretations concerning my 
participants’ experience and I suppose I should bear this in mind when 
considering the analysis.
The work has particular implications for my own journey through the training
process, it relates directly to my expectations of group work and the knowledge I
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feel I may currently be gaining of both myself and others. It has often been 
difficult to pinpoint these aspects of learning and listening to experienced 
practitioners has helped me realise that much of it goes unnoticed and occurs at 
an unconscious level. On a very personal level, I suppose I have been struck by 
how my own training has to a certain extent “invaded” or “extended” into my 
everyday life. My participants frequently mentioned how it had affected their 
relationships with others sometimes from a positive perspective but often in a 
more negative way, I feel I may be experiencing something similar and have had 
to consider ways of managing this. I would hope as expressed by some of my 
participants that I like them will be able to integrate my work as a Counselling 
Psychologist with my own identity in the outside world, how long this will take 
however, I can’t be too sure.
161
Research Dossier
Appendix 1.
Therapeutic Factors (Yalom, Tinkelberg & Gilula 1968)
Altruism
1) Helping others has given me more self-respect.
2) Putting others needs ahead of mine.
3) Forgetting myself and thinking of helping others.
4) Helping others and being important in their lives.
5) Giving part of myself to others.
Group Cohesiveness
6) Belonging to and being accepted by a group.
7) Continued close contact with other people.
8) Revealing embarrassing things about myself and still being 
accepted by the group.
9) Feeling alone no longer.
10) Belonging to a group of people who understood and accepted me. 
Universality
11) Learning Fm not the only one with my type of problem.
12) Seeing that I was just as well off as others.
13) Learning that others have some of the same bad thoughts that I do.
14) Learning that others had parents and backgrounds as unhappy or 
mixed up as mine.
15) Learning that Fm not very different from other people gave me a 
welcome to the human race feeling.
Interpersonal Learning input
16) The group teaching me about the type of impression I make on 
others.
17) Learning how I come across to others.
18) Other members honestly telling me what they think of me.
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19) Group members pointing out some of my habits or mannerisms 
that annoy other people.
20) Learning that I sometimes confuse people by not saying what I 
really think.
Interpersonal learning output
21) Improving my skills in getting along with people.
22) Feeling more trustful of groups than other people.
23) Learning about the way I related to the other group members.
24) The group’s giving me an opportunity to learn to approach others.
25) Working out my difficulties with one particular member in the 
group.
Guidance
26) The doctor’s suggesting or advising something for me to do.
27) Group members suggesting or advising something for me to do.
28) Group members telling me what to do.
29) Someone in the group giving definite suggestions about a life 
problem.
30) Group members advising me to behave differently with an 
important person in my life.
Catharsis
31) Getting things off my chest.
32) Expressing negative and or positive feelings toward another 
member.
33) Expressing negative and or positive feelings toward the group 
leader.
34) Learning how to express my feelings.
35) Being able to say what was bothering me instead of holding it.
163
Research Dossier
Identification
36) Trying to be like someone in the group who was better adjusted 
than I.
37) Seeing that others could reveal embarrassing things and take other 
risks and benefit from it helped me do the same
38) Adopting mannerisms of the style of another group member.
39) Admiring and behaving like my therapist.
40) Finding someone in the group I could pattern myself after.
Family Re-enactment
41) Being in the group was in a sense like reliving and understanding 
my life in the family in which I grew up.
42) Being in the group somehow helped me to understand old hang-ups 
that I had in the past with my parents, brothers, sisters, or other 
important people.
43) Being in the group was in a sense, like being in a family, only this 
time a more accepting and understanding family.
44) Being in the group somehow helped me to understand how I grew 
up in my family.
45) The group was something like my family -  some members or the 
therapists being like my parents and others being like my relatives. 
Through the group experience I understand my past relationships with 
my parents and relatives.
Self Understanding
46) Learning that I have likes or dislikes for a person for reasons which 
may have little to do with the person and more to do with my hangups 
or experiences with other people in my past.
47) Learning why I think and feel the way I do (that is learning some of 
the causes and sources of my problems)
48) Discovering and accepting previously unknown or unacceptable 
parts of myself.
49) Learning that I react to some people or situations unrealistically. 
(With feelings that somehow belong to earlier periods of my life.)
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50) Learning that how I feel and behave today is related to my childhood 
and development (there are reasons in my early life why I am as I am).
Instillation of hope
51) Seeing others getting better was inspiring to me.
52) Knowing others had solved problems similar to mine.
53) Seeing that others had solved problems similar to mine.
54) Seeing that other group members improved encouraged me.
55) Knowing that the group has helped others with problems like mine 
encouraged me.
Existential factors
56) Recognising that life is at times unfair and unjust.
57) Recognising that ultimately there is no escape from some of life’s 
pain and death.
58) Recognising that no matter how close I get to other people, I must 
still face life alone.
59) Facing the basic issues of my life and death, and thus living my life 
more honestly and being less caught up in trivialities.
60) Learning that I must take ultimate responsibility for the way I hve 
my life no matter how much guidance and support I get from others.
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Appendix 2: Information Sheet.
Psychotherapists Perceptions of the Experience of Interpersonal Learning in
Training Groups.
The research that you are about to participate in seeks to explore therapists’ 
experience and perceptions of interpersonal learning in training groups. Through 
the use of a 1 hour interview it aims to gain some insight into the degree that you 
may have found the process either helpful or unhelpful in your personal 
development. It seeks to identify important aspects of the process and explore 
their impact on your development as a psychotherapist and person.
The interview will be recorded on audio-tape so that in writing up the research, I 
can cite people’s experience directly. In order to protect confidentiality, I will not 
quote any identifying information such as names and locations. In making the 
transcriptions, therefore your name will be replaced by a letter and I will not 
record the names of other people or places that may arise in the interview. 
Following transcription the taped recordings will be erased.
The interview will be arranged at a convenient time and location to suit you. As a
participant you will have the right to withdraw from the study at any stage
without having to provide a reason if you so wish.
Contact: Andrew Hale,
Department of Psychology,
School of Human Sciences,
University of Surrey,
Guildford,
Surrey,
GU2 7XH.
Supervisor: Dr. Adrian Coyle.
Department of Psychology,
School of Human Sciences,
University of Surrey,
Guildford,
Surrey,
GU2 7XH.
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Appendix 3: Consent Form.
Consent Form.
* I the undersigned voluntarily agree to take part in the study on therapists’ 
experience of interpersonal learning in training groups.
* I have read and understood the information sheet provided. I have been given a 
full explanation by the investigator of the nature, purpose, location and likely 
duration of the study, and of what I will be expected to do. I have been given the 
opportunity to ask questions on all aspects of the study and have understood the 
advice and information given as a result.
* I understand that all personal data relating to volunteers is held and processes in 
the strictest confidence and in accordance with the Data protection act (1998). I 
agree that I will not seek to restrict the use of the results of the study on the 
understanding that my anonymity is preserved.
* I understand that I am free to withdraw from the study at any time without 
needing to justify my decision and without prejudice.
* I confirm that I have read and understood the above and freely consent to 
participating in this study. I have been given adequate to consider my 
participation and agree to comply with the instructions and restrictions of the 
study.
Name of Volunteer ......................................
(Block Capitals)
Signed ......................................
Date ......................................
Name of Witness...............................................................
(Block Capitals)
Signed ....................................
Date ....................................
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Appendix 4; Interview Schedule -  Guide questions.
The purpose of this interview is to explore your experience of interpersonal 
learning in training groups and the effect it has had on your development as a 
psychotherapist. The interview will last approximately 1 hour.
1) In what way do you feel that your experience in a training group may have 
affected you?
2) Can you tell me about your experience in the group and what you think you 
may have taken out of it?
3) Are there any thoughts or feelings that come to mind surrounding issues of 
self-disclosure in the training group?
4) Do you feel the training group had any effect on your relationships inside or 
outside your work?
5) Do you feel the group was able to teach you anything about the impression 
you may make on others?
6) Are there any thoughts or feelings that you have surrounding feedback from 
other group members?
7) How do you feel about the expression of emotion in the training group?
8) Did you have any expectations of the training group experience and how do 
you view these now?
9) Can you tell me about any critical moments in the training group and what 
they may have meant to you?
10) How did you feel you experienced the role of the group leader?
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Appendix 5: Ethical Approval Form.
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Ethics Committee
16 April 2004
Mr Andrew Hale 
PsychD Student 
Department of Psychology 
School of Human Sciences
Dear Mr Hale
A retrospective exploration of the experience o f interpersonal learning in 
psychoanalytic group therapy. The therapist's  view fEC/2004/27/Psvch)
I am writing to  inform you that the Ethics Committee has considered the above 
protocol (and the subsequent information supplied), and has approved it on the 
understanding that the Ethical Guidelines for Teaching and Research are observed 
and the following conditions are met:-
1. That your and,, your supervisor's work contact details 'are included in the 
Information Sheet for Participants.
2. That the Consent Form includes title of the project.
3. That more information is provided in respect of the debriefing procedure, as it is 
felt that this is not sufficiently detailed.
4. That further consideration be given to the provision of some support 
mechanisms, should they be required.
For your information, and future reference, the Guidelines can be downloaded from 
the Committee’s website at httD://www.surrev.ac.uk./Surrev/ACE/.
This letter of approval relates only to the study specified in your research protocol 
(EC/2004/27/Psych). The Committee should be notified of any changes to the 
proposal, any adverse reactions, and if the study is terminated earlier than 
expected, with reasons.
I should be grateful if you would confirm in writing your acceptance of the 
conditions above, forwarding the amended documents for the Committee's records.
Date of approval by the Ethics Committee: 15 April 2004
Date of expiry of approval by the Ethics Committee : 14 April 2009
Cont'd ...
Please inform me when the research has been completed. 
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Ethics Committee 
Registry
0 0 : Professor T Desombre, Chairman, EC 
Dr A Coyle, Supervisor, Psychology
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Appendix 6:
Initiai analysis revealed 86 first-order themes across all 8 Transcripts.
First-order theme analysis
1) Action of facilitator perceived as inappropriate.
2) Advice giving.
3) Awareness of different methods of working.
4) Awareness of need for further development.
5) Being noticed.
6) Bid for leadership.
7) Catharsis.
8) Challenging other group members.
9) Change in group relationships.
10) Commentary on process.
11) Confidentiality, dual relationship.
12) Conflict between training and therapy, dual relationship.
13) Conflict in the group being compulsory part of a course.
14) Confronting existing assumptions of the self.
15) Contributing to the group.
16) Critical moment in group.
17) Crossover of different aspects of training.
18) Cultural difference amongst members.
19) Cumulative learning.
20) Deeper reflection on process.
21) Developing confidence in the group.
22) Developing ones own identity as a therapist.
23) Development of empathy for the patient.
24) Differences between group and individual work.
25) Differential in pace of learning and development as a therapist.
26) Discovering hidden aspects of the self.
27) Distinction between the role of facilitator and group members.
28) Distinction between therapy and training.
29) Duration and frequency of the group.
30) Enactment of earlier role.
31) Erotic transference.
32) Expression of emotion.
33) Facilitator learning from feedback.
34) Flexibility in approach to patients and therapeutic work.
35) Frustration with the group.
36) Gaining emotional support from the group.
37) Hidden interpersonal issues remaining unchallenged.
3 8) History repeating itself.
39) Homogeneity or heterogeneity in training groups.
40) Impact on others.
41) Inappropriate displays of emotion.
42) Inappropriate practice by facilitator.
43) In s is t  learning about the self.
44) Insincerity.
45) Intellectualising as protection.
46) Jealousy in group.
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47) Lack of facilitator commentary on process.
48) Learning about what is one’s fair share of group time.
49) Learning from experience.
50) Learning from feedback.
51) Learning when to provide an intervention.
52) Maintaining appropriate therapeutic boundaries.
53) Managing others emotions.
54) Maturity and development as a therapist.
55) Modelling ones own practice on the facilitator.
5 6) Need for privacy.
57) Need to stand back from the group.
5 8) Negotiation of difference with others.
59) Personal maturity and cumulative learning.
60) Power of the group experience.
61) Presentation of a façade for safety.
62) Recapitulation of early family experience.
63) Reflection and learning between sessions.
64) Reflection on earlier role.
65) Reflection on process.
66) Reflection on the patients view of the therapist.
67) Reflection on this interview and its use as a tool for awareness of personal 
development.
68) Reflection on working with transference.
69) Reluctance to self disclose.
70) Safety.
71) Scapegoating.
72) Self-awareness.
73) Self-disclosure.
74) Self-disclosure getting the balance right.
75) Self-reflection.
76) Sincerity and honesty of emotion.
77) Size of group.
78) Specificity in training.
79) The development and importance of the therapeutic relationship.
80) The group as a magnifying glass.
81) The group as a tool to reflect on process.
82) The group mirroring aspects of the wider world.
83) The role of the therapist bleeding across into everyday life.
84) Tolerance.
85) Training fatigue.
86) Value of anonymity.
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Appendix?:
Eliminated 1st order themes and records 
History repeating itself
The group mirroring aspects of the wider world. 
Insight
Homogeneity or heterogeneity in training groups
Specificity in training
Cultural difference amongst members
Discomfort
Subgrouping
Facilitator learning from feedback 
Reflection on the patient’s view of the therapist 
Developing one’s identity as a therapist 
Confironting existing assumptions of the self 
Discovering hidden aspects of the self
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Appendix 8:
Theme modification and incorporation -  a retrospective account
Third order theme A : Recapitulation of earlier life experience and adoption 
of role played within the family:
Constituent first-order themes: Recapitulation of early family experience, 
Reflection on earlier role, Enactment of earlier role. History repeating itself. 
The group mirroring aspects of the wider world.
Definition: The tendency for individuaTs to adopt earlier methods of relating 
that often originated from their early family. The group may be seen as a 
metaphor for the family in which certain individuals’ represent transferential 
roles for the participant.
Initial analysis revealed 5 first order themes; further reflection and examination 
prompted the amalgamation of “enactment of earlier role” within “Reflection on 
earlier role”. The rationale for this adjustment was the similarity in understanding 
and insight related to existing behaviour. The theme “history repeating itself’ 
seemed to contribute little extra and was therefore eliminated from analysis, 
equally “The group mirroring aspects of the wider world” was believed to be 
unrepresentative of the remaining themes. Recapitulation of early family 
experience emerged as the most powerful theme in this category. Two themes 
remained.
Second Order Themes 
Recapitulation of early family experience
The re-enactment of the participants’ family dynamics within the training group. 
Reflection on earlier role
Acknowledgement and display of insight into earlier positioning in the family 
and its’ meaning in the group experience.
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Third-order theme B: Learning about the Self through Self-reflection and 
feedback
Constituent first-order themes: Insight, Learning about the self. Learning 
from feedback. Self reflection. Impact on others. Self awareness. Awareness 
of need for further development. Deeper reflection on process. Erotic 
transference. Reflection on this interview and its use as a tool for awareness 
of personal development. Reflection on process. Reflection on working with 
transference. Reflection and learning between sessions. The group as a tool 
to reflect on process. The group as a magnifying glass.
Definition: Using interpersonal communications and the group process as an 
opportunity for exploration, examination and greater knowledge of the self.
Initial analysis revealed 15-themes relating to learning about the self through 
self-reflection and feedback. Further examination prompted an amalgamation of 
certain themes due to repetition and redundancy; four main order themes 
remained.
Second Order Themes 
Learning from Feedback
Learning from feedback. Impact on others and Self-awareness were felt to relate 
directly to interpersonal learning from communication with others it therefore 
seemed that it would be more appropriate for all three themes to be incorporated 
under “Learning from feedback”.
Reflection on Process
This theme incorporated aspects of reflection on both the dynamics of the group 
and the impact and development on the group member. It identifies the 
individual’s self reflection over the course of time. Initially this category had 
comprised 7 sub components; Reflection on process. Deeper reflection on 
process. Reflection and learning between sessions. The group as a tool to reflect 
on process. Erotic transference. Reflection on working with the transference. 
Reflection on this interview and its use as a tool for awareness of personal 
development. It was felt that the existing sub-themes represented considerable 
repetition and therefore redundancy e.g. deeper reflection on process. It was 
acknowledged that the group had an ongoing educative impact hence the 
incorporation of learning between sessions and subsequent learning from 
participation in this research. The inclusion of erotic transference related to the 
individual’s ability to reflect on possibly unconscious processes and therefore a 
deeper awareness of the self.
Awareness of need for further development
This theme identifies aspects of candour and openness in the participant’s 
acknowledgement of his or her need to pursue further training whether on an 
individual level or within a group. It is characterised by the individual’s 
reflection on personal shortcomings and aspects of the self.
The Group as a Magnifying Glass
Although possibly associated with the power of the group experience, it was felt 
that the training group offered a lens for examining oneself in greater detail. This
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lens was also believed to highlight aspects of the self, enhancing the acting out of 
each individual’s typical behaviours. Participants were able to acknowledge this 
process and were therefore deemed to have leamt more about the self.
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Third-order theme C : Distinction between the training group as an 
educative process as opposed to therapy.
Constituent first-order themes: Conflict between training and therapy, dual 
relationship. Distinction between therapy and training. Training fatigue. 
Conflict in the group being compulsory part of a course. Awareness of 
different methods of working. Differences between group and individual 
work.
Definition: Participants perceptions of the educative framework of the training 
group and how these may conflict with therapy. Doubts relating to participation 
in the group and its association with training that is inevitably subject to 
assessment.
Initial analysis revealed 6 first order themes, however on reflection two, 
“Awareness of different methods of working” and “Differences between group 
and individual work” were deemed to fall outside this category and reassigned 
elsewhere (Acknowledgement of differing approaches and context of therapeutic 
work). “Training fatigue” was seen to more accurately represent a dissonance 
between the individual’s attitude to the training group, its place on a course and a 
reluctance to engage as part of the assessment process. It was therefore felt that 
this theme would be more adequately accounted for if merged with “conflict in 
the group being a compulsory part of the course”. Further reflection also led to 
the merging of “Conflict between training and therapy, dual relationship” and 
“Distinction between training and therapy”. These themes appeared to 
demonstrate considerable repetition and were therefore incorporated under a new 
theme “Distinction between the perceived reality of training and therapy”.
Second O rder Themes
Distinction between the perceived reality of training and therapy
The essence of this theme described the challenges and difficulties that 
participants had in reconciling the training group as an educative as opposed to a 
therapeutic process. There was often some considerable dissonance in how 
individuals wished and desired to use the group and an emphasis on their 
assessment as trainees.
Conflict in the group being a compulsory part of the course
Demonstrates some of the resentment that participants felt about their obligation 
to the group for the completion of a qualification, emphasis was placed on it 
being something they had to do.
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Third-order theme D: Acknowledgement of differing approaches and 
context of therapeutic work.
Constituent first-order themes: Awareness of different methods of working 
Differences between group and individual work.
Definition: Developing awareness of alternative therapeutic models and 
acceptance of individual difference in therapeutic practice and context.
Analysis revealed 2 first order themes which appeared to highlight the 
participant’s reflection on different ways of working and an appreciation of the 
differing context and dynamics that occur in both individual and group work. 
Both themes were believed to faithfully represent the analysis and were retained 
as second-order themes.
Second O rder Themes
Awareness of different methods of working
Participants acknowledged different therapeutic paradigms and reflected on how 
they either experienced or believe they would have experienced these 
approaches. There appears to be considerable acceptance that there is more than 
one way of doing therapeutic work.
Differences between group and individual work
Participants reflected on the dynamics of both group and individual work.
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Third-order theme E : Learning from experience.
Constituent first-order themes: Learning from experience in the group, 
Differential in pace of learning and development as a therapist. Learning 
when to provide an intervention. Development of empathy for the patient. 
Homogeneity or heterogeneity in training groups. Crossover of different 
aspects of training. Personal maturity and cumulative learning. Maturity 
and development as a therapist. Cumulative learning. Specificity in training, 
The development and importance of the therapeutic relationship. Flexibility 
in approach to patients and therapeutic work. Cultural difference amongst 
members.
Definition: In Vivo learning of knowledge through practical application and 
interpersonal communication.
Initial analysis revealed 13 themes relating to learning as an active and practical 
process, which the individual gained from participation. Further examination 
prompted an amalgamation of certain themes due to repetition and redundancy; 
six main order themes remained. The development and importance of the 
therapeutic relationship was amalgamated within development of empathy for the 
patient; Specificity in training and homogeneity and heterogeneity were deemed 
redundant and eliminated from the analysis.
Second Order Themes
Learning from experience in the group
This theme elicited participants’ perceptions of the benefits of experiential 
learning in contrast to academic or theoretical methods. It was generally believed 
that certain aspects of becoming a therapist could only be leamt from direct in 
vivo experience.
Differential in pace of learning and development as a therapist
Related to aspects of the participant’s development as a therapist, it was 
acknowledged that different individuals will approach the training group from 
different backgrounds and varying levels of therapeutic expertise, it is believed 
that this will directly influence their ability to learn from the group.
Development of empathy for the patient
Reflection on individual’s experience of the training group in relation to an 
understanding and empathy for the patient. Emphasis was placed on the need to 
undergo this form of training as an essential part in one’s future work if one is to 
attempt to understand the experience of the patient.
Crossover of different aspects of training
Reflection on individuals’ experience of other aspects of their training and how 
these may be put into practical use within the group. Equally the transfer of skills 
leamt within the training group and applied to other aspects of therapeutic 
practice.
Personal maturity and cumulative learning
On further examination the 3 sub-themes personal maturity and cumulative 
teaming, maturity and development as a therapist and cumulative teaming were
178
Research Dossier
deemed to represent considerable repetition. All 3 seemed to carry aspects of the 
training as an ongoing process in which earlier unconscious learning laid the 
foundations for future insight. Previous work had often been believed to be of no 
benefit until some conscious realisation at a later stage. Subsequently the 3 
themes were amalgamated under the first order theme “Personal maturity and 
cumulative learning”.
Flexibility in approach to patients and therapeutic work
Reflecting on experience over time and the ability and comfort in letting go of 
some of the rigidity in the therapeutic jftamework.
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Third-order theme F: Need to Create a Place of Safety
Definition: Relates to individuals’ need to employ a range of defences in order to 
make the group as safe as possible.
Constituent first-order themes: Confidentiality, dual relationship, reluctance to self 
disclose, size of group, safety, need for privacy, presentation of a façade for safety, need to 
stand back from the group, exposing ones vulnerability, learning to take a risk, uncertainty, 
discomfort, subgrouping, need for individual stability to undergo training, Intellectualising 
as protection, value of anonymity, self disclosure getting the balance right, duration and 
frequency of the group.
Initial analysis revealed 16 sub-themes, on further examination several areas of 
repetition and redundancy were identified. Confidentiality, dual relationship was 
felt to be more adequately accounted for within the first order theme “need for 
safety”. The need for privacy and value of anonymity each constituted one 
citation and were deemed more appropriately to sit within “need to stand back 
from the group”. Equally the sub-theme “learning to take a risk” was considered 
analogous to “exposing ones vulnerability” and was therefore incorporated 
accordingly. Intellectualising as protection more adequately suited “presentation 
of a façade for safety”. Self-disclosure getting the balance right was assigned to 
the broader theme of self disclosure and discomfort and subgrouping were 
deleted from the analysis. Eight first order themes remained.
Second Order Themes
Self disclosure
Participants reflections on their level of self-disclosure within the group and the 
subsequent reaction to it.
Reluctance to self disclose
Centred on participants fears surrounding disclosure e.g. fear of judgement, 
assessment and the impact it may have on their relationship with the group i.e. 
would they be punished and would the group remain a safe place to be.
Size of group
It was generally felt that the size of the group was a major variable in 
determining the participants’ level of comfort in contributing to the group. Some 
individuals perceived small groups as generally safer whereas others felt they 
could find “shadows” and hide in larger groups.
Need to retain Safety
Reflection on the requirement of the group as a containing environment -  i.e. if 
the group exists it must be a safe place.
Need to stand back from the group
Learning to take a back seat when emotion becomes fraught in order to protect 
oneself.
Uncertainty
Participant’s reflection on the doubts he or she had as to the relevance of the 
group to the training process and its general purpose and direction. Is this a safe
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place to be? Will it jeopardise my relationships with colleagues and will it hinder 
my progress towards qualification?
Need for individual stability to undergo training
Appreciation of the training process as an often stressful and taxing experience 
and confidence in ones own ability to withstand these challenges on behalf of 
oneself and one’s patients. Is it safe for me to undergo this training at this time?
Duration and frequency of the group
Acknowledgement that certain group processes may be easier to cope with and 
manage if  sessions occur more often. Frequency as a container and provider of 
safety.
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Third-order theme G: Perceptions and experience of the group facilitator as 
a contributor to the learning process.
Constituent first-order themes: Commentary on process, Distinction between the role of the 
facilitator and group members, Modelling one’s own practice on the facilitator. Reflections 
on the patient’s view of the therapist, Action of facilitator perceived as inappropriate. Lack 
of facilitator commentary on process. Maintaining appropriate boundaries. Inappropriate 
practice by facilitator, Facilitator learning from feedback.
Definition: Participants’ impressions of the facilitator as beneficial influence on 
their learning.
Initial analysis identified 9 themes relating to perceptions and experience of the 
facilitator. Considerable overlap was found and the following themes were 
amalgamated within a broader theme of “The role of the facilitator in the 
maintenance of boundaries and commentary on process”; Commentary on 
process. Distinction between the role of facilitator and group members. Action of 
facilitator perceived as inappropriate. Inappropriate practice by facilitator. Lack 
of facilitator commentary on process. Maintaining appropriate boundaries. The 
theme of modelling one’s own practice on the facilitator was believed to 
represent an important aspect of learning, this could be conceived as either 
learning what to do or what not to do in therapeutic work and relates directly to 
perceptions and experiences individuals have of the facilitator. Two other themes 
“facilitator learning from feedback” and “Reflections on the patient’s view o f the 
therapist” were deemed largely irrelevant and unconnected and were therefore 
eliminated from analysis.
Second Order Themes
The role of the facilitator in the maintenance of boundaries and commentary 
on process -  This theme relates to the participant’s perceptions of the facilitator 
in terms of their engagement in the “here and now” of the group. It is 
acknowledged that this may vary greatly depending on the theoretical model 
being utilised. It also acknowledges the role the facilitator plays in maintaining 
the boundaries between both him / herself in relation to the group and behaviour 
that may or may not be permitted within it (this could potentially have an 
association with safety.
Modelling one’s own practice on the facilitator -  Perceptions of the 
participant’s experience of the facilitator and how they may use techniques and 
methods of working drawn directly from him or her in their own therapeutic 
work.
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Third-order theme H: The emotional power of the group.
Constituent first-order themes: Tolerance, Insincerity, Advice giving. Managing others 
emotions. Critical moment in the group. Gaining emotional support from the group. 
Scapegoating, Catharsis, Sincerity and honesty of emotion. Power of the group experience. 
Inappropriate displays of emotion. Expression of emotion, Frustration with the group,. 
Contributing to the group. Developing confidence in the group.
Definition: The effect the power of the group is perceived to exert on 
individual’s emotions.
Initial analysis revealed 15 themes, on further analysis several were deemed 
repetitive and adjustments were made. Tolerance was deemed to fall under the 
wider umbrella of managing others emotions and was incorporated accordingly. 
Insincerity, Sincerity and honesty of emotion and advice giving were believed to 
be more accurately represented under the theme “Need for sincerity and honesty 
of emotion”.
Inappropriate displays of emotion, expression of emotion, catharsis. Frustration 
with the group. Critical moment in the group and Scapegoating, were felt to be 
more representative of a “desire and need to express emotion within the group.
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Third-order theme I: Negotiation of relationships and the impact of the 
group on everyday life.
Constituent first-order themes: Change in group relationships, The role of 
the therapist bleeding across into everyday life. Accommodating all life’s 
roles. Shedding the therapist role and becoming more human. Applying 
therapeutic skills to benefit in everyday life. Challenging other group 
members. Negotiation of difference with others. Hidden interpersonal issues 
remaining unchallenged. Developing ones’ own identity as a therapist. 
Confronting existing assumptions of the self. Discovering hidden aspects of 
the self.
Definition -  Interpersonal learning through communication, taking knowledge 
leamt from the group and applying it to everyday life.
Initial analysis revealed 11 first-order themes, on reflection a number were 
deemed repetitive and as a result “accommodating all life’s roles” was felt to 
more appropriately constitute a component of “Shedding the therapist role and 
becoming more human.” In addition it was felt that 3 themes; “Challenging other 
group members”, “Negotiation of difference with others” and “Hidden 
interpersonal issues remaining unchallenged” would more adequately be 
accounted for under the headmg “Negotiation of difference with others”.
Second Order Themes
Change in group relationships
Represents participants’ perceptions of change in relationships with other 
individuals within the group across time.
The role of the therapist bleeding across in to everyday life
Reflections on the educative process and the tendency for individuals to absorb 
aspects of their training impacting on their existing relationships in the external 
world.
Shedding the therapist role and becoming more human
The ability to recognise the need to step out of the professional role of therapist. 
Knowing where to locate the boundary between professional life and ones wider 
role as a person.
Applying therapeutic skills to benefit in everyday life
Learning from the group and applying newly found interpersonal skills to 
challenging situations in the wider world.
Negotiation of difference with others
Participants’ experience of negotiating challenging issues with others.
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Third-order theme J : Negotiating one’s position within the group.
Constituent first-order themes: Being noticed, Learning about what is one’s fair share of 
group time. Bid for leadership. Jealousy in group.
Definition: Attribution of importance and willingness to engage with the group.
Initial analysis produced 4 first order themes, which were believed to faithfully 
portray the individual’s experience these were retained in the second stage of 
analysis.
Second Order Themes 
Being noticed
Desire and need to be seen within the group.
Learning about what is one’s fair share of group time
Drawing a balance between the appropriate levels of individual attention within 
the group.
Bid for leadership
Opportunity and desire to attain authority within the group, emergence of a group 
hierarchy.
Jealousy in group
Wanting something that others have been given by the group.
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Third-order theme K; Expectations of the training group as a learning 
experience.
Constituent first-order themes: Stagnation in learning, Preparation for the 
group. Purpose to the work.
Definition: Prior assumptions and expectations of the learning experience.
Initial analysis revealed 3-themes relating to participants’ expectations of the 
group process. These seemed appropriate and were carried over into the second 
stage of analysis.
Second Order Themes
Stagnation in learning -  Relates to participants’ experience of a lack of progress 
within the group akin to treading water.
Preparation for the group -  Participants’ reflection on the usefulness of 
briefing prior to commencement of the group. Individuals’ often felt that more 
information was required in order for them to optimise the benefit and learning 
they gained from the group.
Purpose to the work -  Participants’ were often left wondering whether there 
was any purpose to the group, this often led to a sense of frustration linked with a 
stagnation in learning.
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Appendix 9:
Second order themes
* Reflection on earlier role.
* Recapitulation of early family experience
* Learning from feedback
* Reflection on Process
* Awareness o f need for further development
* The group as a magnifying glass
* Learning about the self
* Distinction between perceived reality of training and therapy
* Conflict in the group being compulsory part of a course
* Awareness o f different methods o f working
* Differences between group and individual work
* Learning from experience in the group
* Differential in pace o f learning and development as a therapist
* Development of empathy for the patient
* Crossover of different aspects o f training
* Personal maturity and cumulative learning
* Flexibility in approach to patients and therapeutic work
* The role o f therapist bleeding across into everyday life
* Shedding the therapist role and becoming more human
* Negotiation of difference with others
* Need to retain safety
* Reluctance to self disclose
* Self disclosure
* Size of group
* Need to stand back from the group
' Uncertainty
' Need for individual stability to undergo training
* Duration and frequency o f group
* The role o f the facilitator in the maintenance o f boundaries and commentary on process
* Maintaining appropriate therapeutic boundaries
Inappropriate practice by facilitator
* Commentary on process
* Distinction between the role of facilitator and group members
' Managing others’ emotions
* Need for sincerity and honesty o f emotion
* Desire and need to express emotion within the group
' Power of the group experience
‘ Feeling part of the group
* Negotiating one’s position within the group
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Appendix 10.
Superordinate Third Order Themes.
A) Recapitulation of earlier life experience and adoption of role played within the 
family.
B) Learning about the self through self-reflection and feedback.
C) Conflict between the group as a training process distinguishing it from therapy.
D) Acknowledgement of differing approaches and context of therapeutic work.
E) Learning and development through active experience.
F) Experience of discomfort and need to retreat to place of safety.
G) Perceptions and experience of the facilitator as a contributor to the learning 
process.
H) The emotional power of the group.
I) Negotiation of relationships and the impact of the group on everyday life.
J) Negotiating one's position within the group.
K) Expectations of the training group as a learning experience.
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Appendix 11.
INTERVIEW TRANSCRIPT -  TONY.
All names of people, places and organisations have been changed to ensure 
anonymity. In addition, square brackets containing text [....] provide information 
to clarify what has been said. Double quotation marks “ ....” indicate quotations 
from the participants’ responses, single quotation marks ....’ Indicate idiomatic 
speech.
Interviewer: Tony, the purpose of the interview is to explore your experience of 
interpersonal learning in training groups and the effect it has had on your 
development as both a psychotherapist and a person. Perhaps we could start by 
talking about how you feel involvement in a training group affected you.
Respondent: When I did the introductory general course part of that was an 
experiential group and that was very different. I suppose that gave me enough 
sort of insight to think that I needed some more analysis and that I wanted to do 
the training. The quality of that group was very different from the twice-weekly 
group I attended for six years as a trainee therapist. I think that is the difference 
between being in an experiential group on a general introductory course and 
being in a group for six years during my training. I don’t think there is any 
comparison, there is a massive difference and the massive difference is that 
traditionally shorter experiential groups are very resistant as everybody is 
theoretically there as somebody thinking about training. In the longer group it’s 
almost like being a patient in terms of opening up and on the other hand also 
being a trainee. I think I did learn things in that training group, but I suppose at a 
different level. I suppose if you can accept the patient role within a therapy 
group then you are talking about a different personal level.
Interviewer: You mentioned that there was a level of resistance in the training 
group, can you tell me more about that?
Respondent: I think there is resistance. I think that in different training groups 
there are different levels of personal disclosure. There is always the person who 
discloses too much too soon before they leam whether they trust the group or not,
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they can then feel totally persecuted and sometimes don’t even come back and 
that can happen in group therapy or in training groups. I think my memory of my 
experience was that there was a reasonable level of personal disclosure in the 
shorter experiential group, but it still had a different quality and feel to it. I 
would still put that down to it not being a proper therapy group. I am not quite 
sure how to quantify that difference, in the longer group the accent was more 
akin to a therapy or patient group. It is not just a group of people who are 
interested in thinking about group therapy training, which is what you get in a 
training group. So you get a completely different feel to the group and also there 
is a huge difference between once weekly and twice weekly group work.
Interviewer: What differences do you feel there were?
Respondent: I think in a way it is similar to more intensive therapy. As an IGA 
qualified group trainee you have to be in twice-weekly group therapy and I 
suppose it is that veiy common sort of dynamic of intensification because there is 
stuff that you can deal with in a twice-weekly group, on the other hand you might 
not feel safe in dealing with that issue if you have to wait a week to come back. 
So I think it is about what happens in the gap between sessions and also how 
close the sessions are. Mine was a Monday and a Wednesday group and I think 
that is quite a nice gap because then you have got four days before you go back 
again after Wednesday, but only one day in between sessions.... Equally as a 
facilitator you can allow for different levels of stress and distress since you will 
see someone again in two days time. So it doesn’t leave people with an 
incredibly uncomfortable time to manage on their own...
Interviewer: Was there anything particular that you felt and found about the 
group experience?
Respondent: I always say to potential group members that you may find that 
some family dynamics are replayed in the group and things happen that take you 
back to that initial group, so I guess there is a kind of social microcosm being re­
enacted in a way. I have very powerful images of that from the twice-weekly 
group because we had a very well established format, which we had to go to
twice a week for six years. I once took my newborn son to meet the group, which
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also brought up some very primitive anxieties and issues. I don’t think that would 
have been possible in the experiential group., and I suppose there may have been 
more than that...thinking about the family dynamics I think it was very sharply 
brought to me when I joined the group and had this very caring role that I took 
back to members of my family and the effect that had on my marriage and stuff.
Interviewer: Can you tell me about your experience in the group and what you 
think you may have taken out of it?
Respondent: I think what I remember is that I got a lot of very direct feedback, 
as coming across as very distant or arrogant sometimes and that was terribly 
useful to me in my work, with my anxiety about being rather pedantic. I got 
loads of feedback that was really useful in refining my skills as a therapist in 
terms of how I came across to others. I suppose it has taken me some time, I got 
my membership in 1992, so that is twelve years ago and I suppose it has taken 
me this amount of time to realise that I am a group analyst who likes to be on the 
edge of the group and that allows me to move in and out. It doesn’t mean that I 
am outside the group, but it allows me to move in and out when I feel it is 
appropriate I don’t mean that as a therapist, but in the group I am part of I like to 
move in and out.
Interviewer: Um.... you mean in some way like an observer?
Respondent: No, observer means that you are outside, no I do mean a
participant, but that there may be points where I am more intimately involved and
points where I am less intimately involved. I think it is that idea of balancing
things out, I think an observer has a completely different role. But I suppose
when I think about what I may have got from the group, its like I think if you are
more aware of how you come across to others in a group situation.... because if
you have had good feedback from group members and your own therapy, then
that should expand your range as a therapist overall which would then include
how you work with the transference. I suppose I was thinking that my version of
working with the transference might be it feels like we are getting into a
father/daughter scenario here you know, so it would be quite useful. I think if
you can take on feedback then it influences how you behave as a therapist in any
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sort of interpretative work, whether it is the transference or not or something 
completely different. I’m thinking more in terms of how it’s different people 
giving feedback in a very hostile and aggressive manner and people giving you 
quite negative feedback, but in quite an empathie manner. You are much more 
likely to take on the empathetically given negative feedback than somebody 
saying something aggressively.
Interviewer: Um...So in some way it might inhibit the idea of wanting to self 
disclose anything that might be sensitive.
Respondent: I think about how safe the group feels, rather than the quality of the 
feedback because there may be a culture in the group which is rather hostile and 
persecuting when feedback will inhibit self-disclosure. If you have a mature 
group you have a slightly different culture, then the negative feedback, 
depending on how it is given may be qualitatively different. It might be a bit 
sharp here and there, but of course that doesn’t necessarily mean that it is true, 
that they then don’t go on to say anything. I think it is about the culture in the 
group and how mature the group is, mature in functioning and length of years.
Interviewer: Um...I see.
Respondent: The difference between a training group that is only going to meet 
once a week for a year to a group that you and I join that has been running for ten 
years is more likely to bring all sorts of dynamics and levels of development to 
the fore. That is the difference because the culture is with the facilitator and the 
group. I think that you can’t compare those. I don’t think they compare well 
because it is different.
Interviewer: How did you feel about the expression of emotion within the group, 
has it influenced your practice in any way?
Respondent: If  you take a veiy basic view on that, the more experienced you are
with handling very difficult or emotional experiences, that is about exposure in
that situation. I don’t think as a therapist there is any comparison in how you sit
with someone who is either very distressed or extremely angry or both in the first
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year of your practice to how you sit with them in year ten or year five. I think it is 
about exposure and being with people in extreme situations and I think inevitably 
you leam from your training group and your patients and also clinical supervision 
and the facilitator, like I wouldn’t have done it that way, why didn’t she do this? 
It is all part of the question. It is not a question of right and wrong it is about the 
fit between the therapist and the patient. We all do things differently, but we can 
all leam from that. We can all leam from our own experience, but we can leam 
from other people’s experiences as well. I suppose I am biased because I think 
nursing is the only profession by and large that has so much intimate 24 hour a 
day contact with patients. I don’t think any other profession can claim to come 
close to that amount of exposure that nurses have to their patients and the fact 
that therapeutic relationships, developing relationships is what nursing mental 
health patients is all about. I suppose that is where my idea about exposure 
comes from because that was in nursing.
Interviewer: Um...Do you feel being a group member had any influence on your 
interpersonal skills as a therapist?
Respondent: I suppose there is an ongoing debate about what is the most 
important part of the training. I suppose at the end of the day if  I had to make a 
hierarchy, my own analysis and my clinical supervision would be at the top and 
someone else would be somewhere else. But not on the same path. It is your own 
issues that you are trying to sort out that enables you to empathise with patients 
in a more accurate way. Equally of course if it is unresolved issues it can make 
you quite blind to something in your patient because if there is a mirroring 
transference situation.... you may miss it. We have all got blind spots it doesn’t 
matter how experienced you are. You will always come up against a patient who 
has such a sort o f mirror that perhaps you don’t see it.
Interviewer: Can you tell me about your expectations of the training group?
Respondent: I think that when I started out on the introductory general course, I
think my expectations were higher than what I got, but I think the reverse was
true when I joined the twice weekly group, because I think then I was much more
effective than I thought I would be. Consequently I got more from it. I think
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there is a cut off for many, but I think there is something very personal...to do 
with being a patient in a group and how far I would trust anybody. I could see 
that there were unresolved issues when I left the group which is why I went into 
individual analysis which I have been in for nine years now, but that is about 
different modes of working and what you can manage and what you can’t. I think 
most people would say that you don’t really know what you have got fi*om 
therapy until you have stopped for a while. I do think that is true that period of 
consolidation when we are not in therapy at all. I think you can have a different 
sort of appreciation of what you got from the experience, but I think you are 
talking about a considerable time after the event when things suddenly hit you 
and you relate it to the group which may have finished a year before.
Interviewer: That’s interesting um...
Respondent: In all therapy it is what happens between the sessions and in the 
breaks that is as important as what is brought to the session. It is not just about 
that period of session time, it is about everything that happened in between too; 
terribly important. I always remember that I managed two large groups. A 
nursery nurse who was on the team who was incredibly skilled, but she used to 
say it is awful you know every time I have a row with you, I see the group. It is 
not just you. I feel like I am arguing with the group as well. She was saying that 
if we were having an argument or a discussion at work, she felt that it wasn’t just 
me it was also the training group I was part of, she was taking it on in an 
adversarial sort of way. It was a joke and it wasn’t a joke. She felt the power of 
the group that I brought with me into my day to day work.
Interviewer: Tony were there any critical moments in the training group that 
spring to mind?
Respondent: I always think back to a particular person in the group. She didn’t
know whether she was going to apply for the training or not because she is a
writer and a therapist in a specialised area of work. She had a veiy, very
conflictual relationship with the group analyst and he was a particularly
confronting sort of group analyst and very active. I think it was later I knew
what he was trying to get at because she was a very, very tricky customer as a
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patient because she was also a professional and I think he was hying to get 
through that barrier and I think he overdid it. So I sometimes think of him when 
I am working and I need to run back my own thoughts in work. Sometimes if it is 
that particular sort of patient, when you think it is crucial that she doesn’t do 
what she has always done that she changes and that we get to the point, that is 
where I think it becomes abusive and persecutory.
Interviewer: That sounds like some time ago and yet it seems to be something 
which really sticks in the mind.
Respondent: Absolutely and we have met up since. I have enormous respect for 
this bloke and he was terribly important to me as my first group analyst, with that 
particular patient I think he stepped over the line. I don’t think it was over his 
own unresolved persecutory issues, I think he really wanted to help this woman. 
But there comes a point when you have got to back off.
Interviewer: How do you feel you experienced the role of the group leader do 
you feel that has influenced the way you approach your therapeutic work in terms 
of providing a model for ways to do therapy?
Respondent: Hugely and I had the benefit of being in a group for six years, four 
years with one group analyst who was a psychoanalyst and a very much 
independent Winnicottian chap and then two years with a woman who took over 
the group. We were given the choice about whether to stay together as a group or 
not. We didn’t have a choice of who took over. The woman who took over the 
group was a Jungian analyst and they couldn’t have been more different and it 
was a really amazing experience, different genders and different theoretical 
orientations. The first guy was very active, very confronting. And then the 
second analyst, the woman, was much quieter and would let things go, and 
follow their own course. She wasn’t a pushover by any means, but she had a 
different way of handling conflict and a different way of being confrontational. I 
suppose I developed a very eclectic style of working in groups. I am not above 
setting behavioural objectives if  I think that will help that particular patient, 
which is not very analytic obviously. That is how I work because I have a
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history of working in child and adolescent mental health, not just adult and we 
need to be terribly flexible.
Interviewer: So it seems as though you feel it has been really beneficial to have 
different experiences with different facilitators.
Respondent: Fantastic.
Interviewer: Have you felt yourself adopting aspects of their practice?
Respondent: I think you identify with your facilitator to some extent and maybe 
you do, as you just said mimic to a certain extent, I know I have and I know I’ve 
used the words they use. In a way I think you gradually move on firom that to 
develop your own style, using some of that experience, knowledge and 
internalisation and then you become more your own therapist. I know that I do 
use a very flexible, eclectic approach really.
Interviewer: So it’s like over time you develop enough knowledge and 
confidence to develop your own style.
Respondent: To be able to try out different things with different patients because 
everyone needs something different and if you adopt a certain style you are 
bound to miss stuff. That isn’t going to work with every patient you see. It is 
also useful to have a really solid grounding with a particular school of thought 
and a particular style of doing things, that is great. You just don’t want to hold 
onto it too tightly because patients need different things at different times. I 
always start sessions on time allowing a couple of minutes here and there. I will 
not stop somebody mid sentence unless I think there is a particularly good reason 
for it, I let them finish. As I said, I will use behavioural objectives if I think it 
will help that particular patient who is particularly stuck and still thinking in 
terms of object relations and attachment and other analytic concepts and I am 
trying to think about what is going on interpersonally in people’s relationships.
Interviewer: Does anything else spring to mind?
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Respondent: Just that it always takes longer than you think. I don’t think I 
really, even after six years of group analysis. I don’t think I really knew just how 
painful and uncomfortable individual analysis could be. I think I have a fairly 
good idea now about the differences and variations between the two.
Interviewer: From what you say I can’t help thinking that maybe the group 
offers some protection sometimes.
Respondent: I think it can do, people can hide in the group. As much as there 
are really good points about group work, there are downsides too, as there are 
about any therapeutic endeavour. I think, as I said before, I used the group to a 
certain point that I felt OK with, but that left certain issues still unresolved and I 
suppose I have moved onto that now. I think about silence and how I have been 
silent for a whole session with my old therapist in individual analysis because 
that is what I wanted to do at the time. If I am facilitating a group, I will be very 
careful not to let it become too persecutory because there is a point that you need 
to break the silence.
Interviewer: Tony that sounds interesting because I’ve often thought about how 
some group therapists often let the silence go on, whether it is forty minutes, fifty 
minutes or for however long.
Respondent; I would never do that I think it’s right to hy and make an 
intervention. I would never let it go for more than fifteen, twenty minutes at the 
most because I don’t think it is helpful. I think it becomes completely 
disempowering and I think everybody feels really impotent and terribly 
persecuted. When I was in the training group both of the facilitators would let 
silences go for a fair old while, but they wouldn’t just sit there and not say 
anything, they would make attempts. Of course it is really valuable to see what 
happens in the silences, who can come in and who can’t. I think you have to take 
that on board. So that is my view and I know there are different ways of 
thinking.
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Interviewer: Tony thank you very much for participating in this research it has 
been enlightening, as I mentioned at the beginning it will remain confidential and 
I will let you know about the findings once it has been completed.
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Appendix 1; Questionnaire items grouped by dependent variables.
Trust in the Earlv Familv
Definition -Trust in the Early Family is defined as the establishment of a sense of 
safety with both parents and siblings. It is characterised by an acceptance in which 
emotions can be shared, exploration is encouraged and honest feedback provided. It 
exists within the context of secure attachment pattern (Bowlby 1973).
2 -1 was encouraged to share my feelings with other family members.
4- My family provided me with honest feedback about my behaviour.
7 -1 felt understood and accepted in my family.
9- My family encouraged me to explore new ideas.
14-1 felt able to place my trust in family members.
20-1 felt I had to hold back from sharing thoughts and feelings with my family.*
21-1 felt particularly close to and supported by members of my family.
22- Helping other family members gave me a sense of value.
Trust in The Training Group
Definition - Trust in the Training Group is defined as the development of a sense of 
safety and willingness to share emotions and thoughts with other members. It centres 
on the knowledge and confidence that these emotions will be respected.
4 -1 felt that other members of the training group understood and accepted me.
7 -1 felt it was safe to offload my feelings in the training group.
9- The training group provided me with an opportunity to explore ideas.
10- Helping and supporting other group members made me feel valued.
11-1 felt that other group members were able to give me honest feedback about what 
they thought of me.
1 3 -1  became close to certain members of the group.
17-1 found it difficult to share my feelings with others in the group.*
21-1 felt that giving aspects of myself to others helped me feel that I belonged.
24-1 found it difficult to self disclose in the training group.*
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Disempowerment in The Earlv Familv
Definition -  Disempowerment in the Early Family is defined as the removal of 
appropriate personal agency in relation to parents or siblings in the context of 
criticism. It may result in a sense of low self-esteem.
The Earlv Familv
8 -1  stood my ground when challenged by other family members. *
1 2 -1  tried to avoid the attention of other family members.
13-1 felt disempowered by other family members.
17-1 felt family members gave me a hard time.
Disempowerment in The Training Group
Definition- Disempowerment in the Training Group is defined as a removal of 
personal agency in which levels of self-esteem may decline. In this context Yalom 
(1995) argues that an individuals level of self-esteem will be determines by a person’s 
previous experience in prior relationships and groups. It is characterised by 
inappropriate advice giving from other members and a general feeling of intimidation.
8-1  stood my ground when there was disagreement in the training group.
12-1 felt the group tried to provide me with advice.
23-1 felt that the group gave me a hard time.
Conflict Resolution in The Earlv Familv
Definition - Conflict Resolution in the Early Family is defined as an ability to work 
through difficult situations with other family members in an assertive manner in order 
to negotiate a satisfactory outcome,
5 -1  was able to work through difficulties I had with family members and reach a 
satisfactory conclusion.
6 -1 found myself drawn into conflicts between more powerful family members.
10-1 felt enticed into taking sides.
11-1 found it difficult to accept advice from family members.
19-1 felt a need to step back from family conflict.*
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Conflict Resolution in The Training Group
Deflnition - Conflict Resolution in the Training Group is defined as an ability to 
resolve disputes with other members within the context of an assertive and fair 
approach. It involves standing one’s ground when necessary without feeling 
intimidated and negotiating a satisfactory outcome.
5-1 was able to work through difficulties I had with other group members to a 
satisfactory conclusion.
18-1 felt I was able to manage criticism from other group members.
2 2 -1  found it difficult to accept advice from other group members.
* Reverse scored 
Interpersonal Learning.
Deflnition - Interpersonal Learning is defined as the Development of self-awareness 
and understanding of personal relationships. It was developed in conjunction with 
Yalom et al’s (1968) therapeutic factor “Self Understanding” which stresses the 
importance of derepression and the intellectual understanding of the relationship 
between past and present (Yalom 1995). Interpersonal learning promotes change by 
encouraging individuals to recognise, integrate and to give free expression to 
previously dissociated parts of themselves that may have originated in the early 
family. Draws on the concept of interpersonal input in which an individual leams how 
he or she is perceived by other people as a result of feedback.
1 - 1 felt that the group provoked emotions I had experienced in my early family.
25-1 expressed positive and negative feelings to the facilitator in much the same way 
as I would my parents.
26 - Being in the group was in a sense like reliving and understanding my life in the 
family in which I grew up.
27 - The group was something like my early family, some members or the facilitator 
being like parents, siblings or other relations.
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28 -The group taught me that I may have likes or dislikes for a person for reasons that 
may have little to do with the person but more to do with my experiences in the early 
family.
29 - Through the training group I discovered I was able to explore previously 
unknown aspects of myself and my role in my family.
30 - Being in the training group helped me understand earlier difficulties I may have 
had with my parents or siblings.
31 - The training group provided me with an opportunity to explore my relationships 
with others and reflect on my role in my family.
32 - The training group helped me to understand my past relationships with parents 
and siblings.
33 - The traming group taught me about the impression I make on others.
34 - My reflections on myself in the traming group and my early family helped me 
build on my interpersonal skills.
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Demographic Information Form
Thank you for participating in this research. It would be useful if you could read and complete the 
following information about yourself. The information will not be used to identify you in any way but it 
will help with data analysis.
1) What is your gender?
Male ...............
Female...............
2) How old are you? ......................Years
3) Which one of these best describes your current status?
Married..............................................
Divorced ..................
Separated ..................
Single............................... ............... .
Living with partner ..................
Widowed ...................
4) Choose one section from (a) to (e) and then tick the appropriate category to indicate your ethnic 
background.
(a) White
British
Irish
Any other white background please write below
(b) Mixed
White and Black Caribbean 
White and Black African 
White and Asian
Any other mixed background please arite below
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Appendix 4: Information Cover Letter
An Exploration of family re-enactment in training groups and its perceived impact on 
Counselling Psychologists’ and Psychotherapists’ experience of interpersonal
learning.
Researcher: Andrew Hale.
Supervisor: Dr. Adrian Coyle.
Dear Colleague,
I am a Counselling Psychologist in training at the University of Surrey, as part of my 
doctoral dissertation; I am conducting a study exploring the concept of family re­
enactment in training groups.
I am seeking Psychotherapists or Counselling psychologists who work in private 
practice and not the NHS, who have participated in an experiential or training group 
as part of their professional development. The enclosed questionnaire takes 
approximately 10 minutes to complete and comprises two parts. Part one asks about 
your experiences in your early family (defined as up to the age of 15 years) and part 
two your experiences in the training group. You are under no obligation to participate 
(If you do not wish to take part, please send the incomplete questionnaire back to me 
in the stamped addressed envelope provided). However if  you feel you are able to 
take part in my study I would very much appreciate it if you could read the attached 
information sheet and then complete the enclosed questionnaire. Please indicate your 
response to each question by circling a number on the five-point scale described at the 
beginning of the section. After completion please return it in the stamped addressed 
envelope provided.
Please do not write your name on the questionnaires because I would like your 
responses to remain anonymous. In addition your responses will remain confidential 
to myself and the supervisor of my project *. They will be pooled for statistical 
analysis and analysed using SPSS (a computerised statistical package), individual 
responses will be unidentifiable. You may withdraw from the project at any stage.
On completion of the study should you wish, I would be most happy to provide you 
with general feedback on the project. Please contact me at the address below or at my 
email address fandy.hale 1 @btopenworld.com).
Andrew Hale.
Counselling Psychologist in Training,
Department of Psychology,
University of Surrey,
Guildford,
Surrey.
GU2 7XH.
*A11 data will be handled in accordance with the Data protection act 1998.
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Information Sheet.
The aim of this research is to explore the concept of family re-enactment in 
Counselling Psychologists’ and Psychotherapists’ experience of training groups.
As we know training groups feature as an important component in both academic and 
professional training courses. They are designed to enhance both our relationship 
skills and level of interpersonal understanding, which constitutes a core element of 
our professional repertoire (Hall, Hall, Harris, Hay, Biddulph & Duffy 1999). This 
research seeks to explore the implications of Counselling Psychologists’ and 
Psychotherapists’ experience of family re-enactment in training groups, please 
consider the early family as up to the age of 15. Its central hypothesis is that 
individuals will re-enact roles occupied in the early family within the training group. 
It aims to build on the findings of an earlier interpretative phenomenological analysis 
in which “the recapitulation of the early family” was perceived to constitute an 
important theme. It is generally agreed in our development as practitioners that we 
should engage in an often-challenging process of self-exploration. Perhaps one o f the 
central aspects of this task is to explore our relationships to other people, how we 
behave, how we respond and the emotions that are provoked in us. The interpersonal 
learning within a training group, fuelled by the template of our early relationships 
may have important implications in our relationships to clients and ongoing 
development as a practitioner.
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Appendix 5: Notes for contributors to Psychology & Psychotherapy: Theory,
Research and Practice.
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Notes for contributors: Psychology and Psychotherapy: Theory Research and Practice.
Psychology and Psychotherapy: Theory R esearch and Practice is an international journal with 
a focus on the psychological aspects of mental health, psychological problems and their 
psychotherapeutic treatm ents. Its aim has been to bring together the psychiatric and 
psychological disciplines and this is reflected in the composition of the Editorial Team. 
Nevertheless we welcome subm issions from mental health professionals and researchers 
from all relevant professional backgrounds. The traditional orientation of the Journal has been 
towards psychodynamic and interpersonal approaches, which have defined its core identity, 
but we now additionally welcome subm issions of original theoretical and research-based 
papers of any theoretical provenance provided they have a bearing upon vulnerability to, 
adjustm ent to, assessm en t of, and recovery (assisted  or othen/vise) from psychological 
disorders. The Journal thus aims to promote theoretical and research developm ents in the 
fields of subjective psychological states and dispositions, interpersonal attitudes, behaviour 
and relationships and psychological therapies (including both process and outcome research) 
where mental health is concerned. Submission of system atic reviews and other research 
reports which support evidence-based practice is also welcomed. Clinical or ca se  studies will 
be considered only if they illustrate particularly unusual forms of psychopathology or 
innovative forms of therapy which carry important theoretical implications.
C ounselling  P sycho logy : A special section on counselling psychology has been created in 
the journal in recognition of the importance of this area within psychology and psychotherapy. 
This section aims to promote theoretical and research developm ents in the field of counselling 
psychology. Authors who wish to submit their papers for consideration in this section should 
state this in their covering letter.
1. C irculation
The circulation of the Journal is worldwide. P apers are invited and encouraged from
authors throughout the world.
2. Length
P apers should normally be no more than 5,000 words, although the Editor retains 
discretion to publish papers beyond this length in ca se s  where the clear and concise 
expression of the scientific content requires greater length.
3. Reviewing
The journal operates a policy of anonym ous peer review. Papers will normally be 
scrutinised and commented on by at least two independent expert referees (in 
addition to the Editor) although the Editor may process a  paper at his or her 
discretion. The referees will not be aw are of the identity of the author. All information 
about authorship including personal acknow ledgem ents and institutional affiliations 
should be confined to the title page (and the text should be free of such clues a s  
identifiable self-citations e.g. 'In our earlier work...').
4. Online su b m iss io n  p ro c e s s
1) All manuscripts must be submitted online at h ttp ://pap trap .edm gr.com  .
First-time users: click the REGISTER button from the menu and en ter in your 
details as  instructed. On successful registration, an email will be sen t 
informing you of your user nam e and password. P lease keep this email for 
future reference and proceed to LOGIN. (You do not need to re-register if 
your status changes e.g. author, reviewer or editor).
Registered users: click the LOGIN button from the menu and enter your u ser 
nam e and password for immediate access. Click 'Author Login'.
2) Follow the step-by-step instructions to submit your manuscript.
3) The submission m ust include the following as  sep a ra te  files:
o Title page consisting of manuscript title, authors' full nam es and affiliations, 
nam e and address for corresponding author - Editorial M anager Title P age 
for M anuscrip t S ubm ission  
o . Abstract
o Full m anuscript omitting authors' nam es and affiliations. Figures and tables 
can be attached separately if necessary.
4) If you require further help in submitting your manuscript, p lease consult the Tutorial 
for Authors - Editorial M anager - Tutorial for A u tho rs
Authors can log on at any time to check the status of the manuscript.
5. Manuscript requirements
• Contributions m ust be typed in double spacing with wide margins. All shee ts must be 
numbered.
• Tables should be typed in double spacing, each on a separa te  page with a self- 
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Appendix 7:
Personal reflections of the author: The use of self.
The writing of this research paper has been a challenging process and has at thnes 
provoked anxiety. This anxiety, I feel has mostly stemmed from the need to meet 
deadlines, whether these have been set by the course or by my own conscience and 
guilt over procrastination. On occasion my hope has faded as I have struggled to 
recruit the participants I have needed, and wrestled with statistics. My main concern is 
I feel that it would have been possible to do greater justice to this subject with more 
time to recruit participants, although understandably this was not available. Despite 
this I believe that the study has led to a new way of thinking and relating to myself 
which I hope in the few words I have, to be able to express to you.
Over the last 3 years, I have had the opportunity to reflect on a number of 
experiences, which have formed my past. These have come to me at different times 
often for many different reasons. I was drawn to the concept of training or 
experiential groups early in my second year as I began to find my feet after what had 
been a challenging previous 12 months. My placement gave me the opportunity of co- 
facilitating a therapy group within the framework of the Tavistock Tradition. My 
expectations of this experience were somewhat different to what I had originally 
thought. I found myself experiencing some extremely powerful emotions, which I can 
only describe as countertransferences emanating from my past. These were varied and 
not altogether welcome at the time, amongst many emotions they included aspects of 
fear and embarrassment. I think both these emotions may have stemmed from my 
concerns surrounding a sense of being evaluated by the clients. My supervisor was a 
lot older and far more experienced than I, and I wondered whether members viewed 
me as somewhat of a novice in this field, a feeling I often felt I had in my early 
family. I often felt under considerable pressure to deviate from the therapeutic model 
that we were operating within in order to be seen as a caring therapist. At the time I 
asked myself why I felt this way, it was difficult to find any precise answer but I am 
again drawn back to certain aspects of my childhood, which I found particularly 
traumatic. These included several years at a boarding school in which I felt detached 
from my family and exposed to the vagaries of bullying, which at times I found both 
inescapable and unmanageable. Furthermore I often felt ashamed of fulfilling a role I 
did not want, being the last to be chosen for a football side and being forbidden the
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opportunity of any status or position of responsibility amongst peers, in other words I 
felt disempowered. These I suppose are experiences I still feel some considerable 
anger towards and perhaps offer some explanation for the way I felt when challenged 
in either the therapy group or the experiential group, which took place throughout the 
second year. I discovered that I had a particular difficulty developing a negative 
transference towards others whether that be in groups or in individual therapy work. I 
wondered whether some of my earlier experiences had led me to develop a tendency 
to avoid conflict and what I would call “unpleasant” situations. This I believe stems 
from a desire to be seen as a nice and likeable person thus sidestepping issues that I 
might encounter as hurtful or harmful. The whole experience gave me an 
opportunity to think about how I may relate to bullies and until this actually happened 
I think my answer would have been “not very well”!
My experience has also encouraged me to think about aspects of shame, the shame 
that may go with being not particularly popular at school or being unable at that time 
to “stick up for myself’. I am also drawn to the shame that prevented me from sharing 
this pain with my family, those I was closest to. Would I in some way be thought of as 
“weak” or a “failure”? This research has shown me that people may often re­
experience emotions they had in their earlier lives, particularly those in relation to 
their family. My experience within a training group has forced me to examine and 
explore these aspects of my life in more detail, and question the emotions that I feel, 
particularly those related to disempowerment. My previous reluctance to self-disclose 
difficulties to my family may in some way have been mirrored in the experiential 
group where I felt I relived the past and was overly concerned with what other people 
thought of me. In a similar way I often felt a need to align myself with vulnerable 
female members of the group, almost as though I was in some way finding another 
refugee from whom I could gain support and share the experience. I wonder whether 
the need for female support mirrors my earlier desire for comfort from what I 
perceived as often threatening male surroundings.
Despite this I feel that the sense of disempowerment I experienced in my own training
group was instrumental in my learning. I have come to realise that just because things
were this way in the past it doesn’t mean they have to remain so in either the present
or the future. Through a corrective emotional experience I believe it is possible to
negotiate new ways of being in, and perceiving the world, a valuable tool in the
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therapeutic process for practitioners as well as clients. This is something that I have 
addressed at length in my personal therapy and feel this will be of particular benefit in 
the future as I embark on a career as a Counselling Psychologist.
I feel that through my research and group experiences I have gained a clearer insight 
into how I relate to others including those in authority and equally, I hope those who 
are disempowered. My current placement is within a mentally disordered offenders 
unit, of which most clients have committed some particularly violent act or acts 
against others. I run a weekly group with them, the purpose of which is to educate 
them about their emotions, their relationships to others and help them develop 
problem-solving techniques to improve their lives. Initially I anticipated that I would 
feel intimidated by this client population, however I now feel that there is less reason 
to be afraid. Many have had traumatic early lives and I feel myself relating to them 
differently by adopting a less judgmental approach and accepting some of the 
underlying reasons for their difficulties and current predicament. I have also learnt to 
consider and respect their opinions. That is not to suggest “going native” but more 
about me being able to appreciate that most people have some good and valuable 
aspect to themselves.
I hope that this research work will continue to inform my thinking in the future as find 
my way in the world of Counselling Psychology.
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